THE 


LARYNGOSCOPE. 


VoL. XXVII. ST. LOUIS, AUGUST, 1917. 


ORIGINAL COMMUNICATIONS. 


angen Communications are receive t understanding 
that they are contributed “lu ely to Tue Laryn PE ) 


HAY-FEVER AND HYPERESTHESIC RHINITIS. 
Dr. WILL! 
While hay-fe 


some cases in whicl 


the proportion of true hay fe 


supposed, especially in 


of the usual hay fever seaso1 


pollen. 

In New Orleans, for instan 
is active in February and whose 
recognized until we found it due to 


OTass (pod aniuad Fig ] a grass W 


not tloom until June. More obscure than 
fever prevailing in December and January, an 
be due to the pollen of the false wormwood 

phorus, Fig. 2), which is a perennial bloomer in 


on our atmosphet 


ana, and whose pollen is found 


during these months. Both of these forms of h 


only a small percentage of the total number—al 
and two per cent respectively—but the establishment 


cause was necessary not only from the standpoint of 


treatment, but also to establish the complete relationship of 
to hay fever. 


More recently in Texas, the cause of a local outbreak of hay fever 


in Austin during the month of January was traced to the pollen of 











598 SCHEPPEGRELL: HAY-FEVER. 

the mountain cedar (Sabina sabinoida). Dr. S. N. Key, who re 
ported these cases, exposed our atmospheric-pollen plates which 
were then sent to our biological laboratory in New Orleans for ex- 
amination. ‘The plates (Fig. 3) show an average of 27 pollen per 
square centimeter, these being identified as those of the mountain 
cedars which were pollinating at that time. 

These cases, developing during the months of December, Janu 
ary and February, were formerly not recognized as hay fever but 
were supposed to be hyperesthetic rhinitis of undefined origin, The 
scientific application of the atmospheric-pollen plates and the biologi 
cal tests enabled us to establish the diagnosis of hay fever and to 
letermine the pollens responsible for the attacks. 

Hay Fever and Dust.—It is well known that persons suffering 
from hay fever have their symptoms aggravated by the dust of a 
carriage or automobile drive, and this was therefore made the sub 
ject of a series of tests. The atmospheric-pollen plates exposed on 
these trips not only showed atmospheric-pollen mixed with the dust 
but also that these were present in large proportions. A photo 
micrograph of a portion of one of these plates is shown in Fig. 4 

We also exposed a series of these plates on railroad trips dur 
ing the hay fever season. When the cars passed through locali 
ties where hay fever weeds were found in abundance, the records 
showed a large increase over the pollens ordinarily found in the air, 
this being sometimes over 100 per cent. In passing through large 
forests, away from cultivated lands and over water and marshes, 
as in certain portions of the coast of Louisiana, the number of pol- 
lens was greatly reduced. 

The following case illustrates the border line between ordinary 
hyperesthetic rhinitis and true hay fever. The patient, a man of 32 
years, has his office in New Orleans, but resides in the country, 
about forty miles from the city. Ordinarily he makes these trips 
without discomfort. He also visits the fields in the country while 
the ragweeds are pollinating, without developing hay fever. During 
the hay fever season, however, he suffers from severe attacks of 
hay fever while traveling on the trains. In other words, the dust 
and cinders of the trip are ordinarily not sufficiently irritating to 
annoy him, and the pollens of the ragweed, also under ordinary 
conditions do not cause hay fever, but the combined effects of the 
dust of the train and the atmospheric-pollens invariably causes an 
attack of hay fever. As soon as the pollen disappears from the air, 


he again travels without discomfort. 
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> Pollen of False Wormwood (Parthenium hysterophorus) May 
hay fever during any month of the year in localities where it i 
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eT Rie Pollen of Common rag-weed (Ambrosia elatior) showing pores 
emission of the germinating tubes and of the pollen contents, Mag- 
nified 2,000 diameters. 





Fig. 8 Pollens of Absinth Wormwood (Artemisia absinthium) showing 
ejection of a portion of their contents from the germinating pores. Mag- 
nified 500 diameters. 
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An atmospheric-pollen plate was given him to expose during th 
trip, a photomicrograph of a portion of this being shown in Fig. 
The record showed a high percentage of pollen, almost twice as higl 
as our New Orleans station records for these. pollens at the sam: 
time.’ 

During the hay fever season, even the dust of the houses is im 
pregnated with the hay fever pollens. The series of atmospheric 
pollen plates exposed at various times show that the air of the ordi 
nary house has an infestation of hay fever pollens varying but littl 


from the air out of doors. As the windows during the hay fever 





Fig. 9 Pollen of sedge (Cyperus rotundus “nut-grass The dense 
»vering of the sedges make them resistant to the discharge 
tents Magnified 500 diameters 


season (August-September) are usually open this is really su 
prising. 

In most of the above cases, the attacks of hay fever are attributed 
to hyperesthetic rhinitis, the cause being supposed to be the ordi 
nary dust. A careful investigation of such cases will show that a 
large proportion are really due to atmospheric-pollen and are there 
fore true hay fever. 

(1) ‘“Hay-fever and Hay-fever Pollens.” W. Scheppegrell, M.D 
Archives of Internal Medicine, June, 1917. 
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Effects of Rain on Hay Fever Pollens—lIt is well known that a 
‘ontinued rain affords relief to hay fever patients. The action of 
the rain is to cause precipitation of the pollen floating in the air 
and prevents more pollen from leaving the plant during the continu 
ation of the rain. If this continues long enough to allow the effects 
of inhaled pollen to pass off, the patient has relief until the rain is 
over and a wind of sufhcient velocity again infects the air with the 


hay fever pollens. 





a 


Fig. 10 Pollen of Okra (Hibiscus esculentus) with germinating tubes 
Magnified 200 diameters. 


It has been supposed that the pollens which are precipitated by 
the rain may again be carried into the air and continue their irritat 
ing effect. This, however, is not the case. The principal varities 
of pollen have been tested in our biological laboratory and it has 
been found that the submersion of the pollen in a large amount of 
water removes their toxic properties. After the pollens have been 


exposed in this way, they have been tested in large numbers in the 
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nostrils of hay fever subjects without apparent effect. Several hun 
dred pollens were frequently inhaled without effect by hay fever 
subjects who ordinarily react to a small number of fresh pollens. 

The result of this investigation is of practical value in certain 
cases of hay fever. Whena hay fever subject has been operated on 
or is seriously ill from other causes so that the irritation of sneezing 
and other symptoms of hay fever would not only be annoying but 
even dangerous, the patient may be protected by having the win 
dows of his room screened with thin cloth saturated with water. All 
pollens coming in contact with the moist cloth would not only be 
arrested but be robbed of their toxicity.’ 

When this is not practical a special inhaling device based on the 
same principle may also be arranged for the patient for the same 


purpose. 





Fig. 11. Pollen of Careless weed (Amaranthus spinosus) with germi1 


ing tube. From atmospheric-pollen plate Magy ed 1,000 diameters 


Character of the Reaction —In hay fever we have both the dire 
and indirect effect of the pollen inhalation. In the case of the spicu 


1e mechanical irritation 


lated pollen the direct effect may be due to tl 
f their spicules (Fig. 6). In others it may be the local irritation 
of the mucous membrane from the solution of a portion of the pollen 
contents. 

The manner in which the dissolved extract of the pollen leaves 
the pollen varies in different species and depends on the formation 
of the external coat (extine). In the common ragweed (ambrosia 
elatior) there are three openings or pores shown in the photomi 
crograph (Fig. 7) and which are intended for the emission of the 
germinating tubes, through which the dissolved material may es 
cape. 

(2) “Toxicity” here refers to the positive reaction in hay-fever sub- 
jects. The existence of a true toxin in these pollens is still under inves 
tigation. 
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In the worwoods* (Artmisias) this is not only the case but the 
process can easily be observed under the microscope. In the photo 
micrograph (Fig. 8) the pores are shown and a portion of the con 
tents which has been ejected from these points. 

Before the severity of the reaction of the artemisias was known, 
instead of making an extract of the pollen for the initial test, the 
ordinary pollens were used. Immediately there was a violent re 
action which lasted over twenty-four hours. As these pollens are 
not spiculated, in which case we frequently have a rapid primary 
reaction, this prompt reaction was difficult to understand until the 
test was made under the microscope. It was then found that the 
injection of a warm, normal saline solution was immediately fol- 
lowed by the ejection from one, two or three pores of the pollens 
a portion of its contents as shown in the photomicrograph, and 
which, in view of the toxic character of its contents, explained the 
rapidity of the primary reaction. 

In the sedges the extine is usually dense so that the extract is 
given off with difficulty. This is probably the reason for the inert- 
ness of the sedge pollen (Fig. 9) in hay fever. The grasses, on 
the contrary, although closely allied to the sedges, have an extine of 
remarkable porosity, and they all have a marked hay fever reaction. 

It was at one time supposed that some portion of the nasal reac- 
tion in hay fever was due to the development and action of the ger 
minating tube of the pollen. 

This development of the germinating tube or tubes is essential to 
the function of fertilization which is the primary object of the pol- 
len. In the photomicrograph (Fig. 10) there is shown the pollen 
of the okra (hibiscus esculentus) which we dissected from the stig- 
ma of the flower. The germinating tubes are shown in three stages. 
Figure 11 shows the pollen of the careless weed (amaranthus spin- 
osus) containing a single tube. This specimen was found on an 
atmospheric-pollen plate, the pollen evidently having been blown 
from the stigma of the plant. 

The development of these tubes is always a slow process and 
could in no way explain the hay fever reaction which always de- 
velops within a half hour and frequently almost immediately. A 
conclusive proof, however, is that in the microscopic examination 
of the hay fever secretions made at our biological laboratory in 


(3) The wormwoods replace the rag-weeds as the principal cause of 
hay-fever west of Kansas. “Hay-fever; Its Cause and Prevention, in the 
Pacific and Rocky Mountain States.” W. Scheppegrell, M.D., United 
States Public Reports, July, 1917. 
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which hundreds of pollens were examined, no case of a pollen with a 
developed germinating tube was found 

The Importance of a Correct Diagnosis.—In all cases of hype 
esthetic rhinitis it is important to determine that it is not some ob 
scure case of hay fever. The fact that thé attack occurs outside of 
the usual hay fever season is no proof that it is not hay fever. As 
already stated, cases occurring during the months of December, 
January and February, which were formerly supposed to be due t 
hyperesthetic rhinitis, were found to be due to the pollens found i 
the air at that time 

The importance of a correct diagnosis in these cases is due not 
only to the application of the correct treatment,‘ but also from a 


prophylactic standpoint. Knowing the noxious pollens, the patient 


nav make use of means to have the cause removed, or, when this 


impracticable, he may avoid the pro? imity of the offending plant 
Summary.—(1) Hay fever is the most important and commot 
rm of hyperesthetic rhinitis. 

2) Many cases of hyperesthetic rhinitis of unknown origin ar 


really due to atmospheric pollens and are therefore true hay fever 


3) The irritating effec 


f 
s 


of hay fever pollens 


(4) In hay fever, there is both a direct (local) and indirect (con 


stitutional) effect of the pollens 


(5) The recognition of the pollens which cause hay fever is in 


portant from both a therapeutic and prophylactic standpoint. 


(6) In cases in which an attack of hay fever would be a serious 
‘omplication, the patient may be protected by the solvent action of 
water on the atmospheric-pollens. 

(4) “Notes on the Treatment of Hay-fever W. Scheppegrell, M. D., 
Interstate Medical Journal, May, 1917. 


844 Audubon Building. 








HISTOPATHOLOGY OF THE INTERNAL EAR IN TYPHOID 
FEVER, PURPURA HEMORRHAGICA AND EPIDEMIC 
CEREBROSPINAL MENINGITIS. 


Dr. Fumio TANAKA, Okayama, Japan. 


I. HISTOPATHOLOGY OF THE INTERNAL EAR IN TYPHOID FEVER 

It often happens in the course of typhoid fever that impairment 
of hearing develops as a result of inflammation of the tympanum. 
\s McCrae’ states: “Deafness without any discoverable lesions 
occurs comparatively frequently.’ According to Rhese,? of all the 
typhoid cases in his service there was bilateral deafness in 14.9 per 


the middle ear. 


cent, without any accompanying complication i 
Clinical experience, however, allows us to presume, as Knapp, 
Moos,* Bezold® and others have suggested, that in the majority of 
such cases there is some change in the internal ear. It would seem 
to the writer that the pathological evidence to support this theory 
is rather insufficient. He was able to find only three reports on this 


subject in the literature 


Sporleder® was the first to report microscopic findings of such 
changes in the internal ear. He made a post-mortem examination 
ef a patient who had become deaf in consequence of an attack of 
typhoid fever six years previously, and found that the spiral gan- 
glion, the cochlear nerve and the trunk of the acoustic nerve had 
disappeared, leaving in their places new formation of connective 
tissue. Sporleder regarded these changes as due to a chronic neu 
ritis caused by the disease six years before. 

Wittmack*’ reports a case in which he found atrophy of the organ 
of Corti, of the spiral ganglion and of the cochlear nerve. He 
ascribed these changes to typhoid fever because the patient, who 
had died of purulent meningitis, had had nerve deafness since the 
typhoid fever attack thirty years before. Wittmack is of the opin 
ion that nerve deafness in the course of typhoid fever must be re- 
garded as due to inflammation of the acoustic nerve. Manase* ex 
amined the petrous bone in this case and found new formation of 
connective tissue in the scala vestibuli and scala tympani and atrophy 
of the organ of Corti, ligamentum spirale, ganglion spirale, cochlear 
nerve and the trunk of the acoustic nerve. He concludes that the 
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new formation of connective tissue must have been due to otitis 
interna which could have been caused by the typhoid fever, but it ts 


not certain whether it was an inflammation of the auditory nerve 
as in Sporleder’s case or not. 

We see, therefore, that the changes considered as pathological 
evidence for otitis interna or acoustic neuritis in typhoid fever are 
nothing more than the secondary changes which must have followed 
some primary process. And as regards that primary process we 
have no conception but Manase’s assumption: “lVelche Umstande 
das sind, miissen weitere Untersuchung lehren, besonders in Fallei 
die bei Beginn der Erkrankung zur anatomischen Untersuchune 
langen : 

The writer had the opportunity of making the following 

Y. K., male, 30 years old 

Previous History About five years ago, while in China, the patient 
suffered from beri-beri. Otherwise he has always been well up to th: 
time of the present trouble 

Present illness About one month ago the patient had a chill and 
rapid rise in temperature Since then he has felt feverish and genera 
exhaustion. For two weeks motor disturbance has been present in both 
lower extremities and in the upper extremities for one week No app 
tite. About five stools per diem 


Physical examination The patient is a well nourished and well d 
veloped man; skin and visible mucous membranes. ver pale; consider- 
able dyspnea. Temperature 39° C.; pulse, 120 Facial and hypoglossal 


nerves seem not to have been affected There is no change in pupillary 
reaction. Tongue is dry and has a dry coat on a purple background 

Heart. Area of cardiac dullness somewhat increased towards the right 
Soft systolic murmur at apex. Second aortic sound slightly accentuated 

Lungs. Dry rales on auscultation 

Abdomen. Flat; pain in muscles on palpation; spleen palpable 

Extremities. Motor and sensory disturbances in upper and lower 
tremities. 

Diazo reaction, positive 

Widal reaction positive with 1-50 and 1-100 dilutions 

Diagnosis. Typhoid 

Patient died November 14, 1911 

It is to be regretted that there was no chance for hearing tests whicl 
would have been interesting and important for this study 

\utopsy was performed in the pathological department of the 


university the following day and the clinical diagnosis was confirmed 
[ am very greatly indebted to Prof. Fujinama, chief of the depart 
ment, who willingly gave me the temporal bones of the patient 
Microscopical examination The petrous bones were fixed in 
Muller’s fluid for about one month and embedded in celloidin after 
decalcification in 5 per cent. aqueous solution of nitric acid. Serial 


sections were prepared parallel to superior and anterior surface of 


the pyramid. Some of these sections were stained it per cent 


Abstracted from the record of the Medical Clinic of the mperial Ur 


versity of Kioto, through the courtesy of Prof. Nakanish 
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osmic acid solution for three to five days (modification of Marchi’s 
chrom-asmium method), and some in 1 per cent. thionin. Heiden- 
hain’s iron-hematoxylin, Weigert’s, Van Gieson and hematoxylin- 
eosin stains were also used. 

The left ear. External auditory meatus and membrana tympani 
Not notable. 

Middle ear: The cavity is filled with serous exudation containing 
a small number of lymphocytes and red blood corpuscles. In several 
lesions in the mucous membrane there is infiltration of lymphocytes 
with congestion of the neighboring blood vessels. The ossicles and 
their ligaments as well as the muscles show no changes. 

Chorda tympani nerve: No change except slight swelling of the 
nerve fibers. 

OUsseous laby rinth: In the modiolus c mgestion of the blood ves 
sels is noticeable. The scala vestibuli and scala tympani are filled 
vith serous exudation which takes a pale color with every stain. 

Membranous labyrinth: ‘The exudation is also present in the duc- 
tus cochlearis as well as in the perilymphatic space. 

Vembrane of Reissner is normal. The organ of Corti maintains 
its ordinary form comparatively well and the cells are kept as usual 
except the inner hair cells, each of which is changed to an irregular 
mas 

Vestibule and semicircular canals: Except for serous exudation 
in the endo- and perilymphatic spaces no notable change is to be 
seen. 

Cochlear nerve: In general the myelin sheaths are markedly 
swollen and many of them present reticular formations which seem 
to be due to something like vacuoles produced in them. In several 
foci they have disappeared. Segmentation of the nerve fibers is very 
marked (Fig. 1). In the Marchi preparations there are intensely 
black stained, small balls and clots joined together in chain form in 
the myelin sheaths. These clots can be traced through the whole 
cochlear nerve except the peripheral portion from the base of the 
modiolus (Fig. 2). The blood vessels among the nerve fasciculi are 
in a hyperemic condition. 

Ganglion spiraie: The ganglion cells are in general markedly 
shrunken and show polygonal, triangular or semilunar forms with 
eccentrically situated nuclei. The arrangement of Nissl’s granules 


in their protoplasm is very irregular ; in some of the cells the granules 


are to be seen only around the nuclei, while in others they have dis- 
appeared entirely. 




















ale 








TANAKA: HISTOPATHOLOGY OF INTERNAL EAR. 611 


I"estibular nerve: The changes exhibited in these nerve fibers are 
about the same as in the cochlear nerve. Numerous Marchi clots 
in the myelin sheaths are also noticeable. But the segmentation of 
nerve fibers is less marked than in the former. 

Vestibular ganglion: The cells show considerable atrophy and 
the arrangement of Nissl’s granules in them is very irregular, as in 
the spiral ganglion. 

Trunk of the auditory nerve: The histological changes in the 
nerve fibers are almost the same as in those of the vestibular nerve. 
Congestion of blood vessels among the nerve fasciculi is noticeable 

Ductus endo- and perilymphaticus: Normal. 

Facial nerve: Findings the same as in the vestibular nerv 


although the changes here are less marked than in the latter 





Fig. 1. (Typhoid fever.) Nervous cochleae in the case of typhoid fever 
Heidenhein’s Iron—Haematoxylin stain). The fibres are very swoller 
ind the segmentation in them is remarkable. In some fibres the disap- 


earence of the myelin sheaths is to be seen. 


The Right Ear. Speaking generally, the histological changes in 
the right ear are almost the same as in the left ear. Numerous 
Marchi clots in the myelin sheaths of the auditory nerve and its 
branches as well as in the facial nerve, are present. 

Discussion. 'The changes to be taken into consideration in the 
above mentioned findings are the following: 

1. Serous exudation in the tympanum and labyrinth 

2. Congestion of the blood vessels in the middle and internal ear. 
4. Degeneration of the nerve fibers of the cochlear and vestibula1 


nerves, the trunk of the auditory nerve and the facial nerve. 
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\s already mentioned, Manase, in the case he studied, found con- 
nective tissue formation in the labyrinth, irom which finding he 
assumed that there must have existed inflammation of the labyrinth 
caused by the typhoid fever. 

[In the case here described the substance resembling nebula which 
filled the peri- and endolymphatic spaces of the labyrinth may be 
considered as an artificial product. In the tympanum, where the 
mucous membrane presented more hyperemia the same substance 
was present mixed with a few lymphocytes and red blood corpuscles. 
Such is the finding in a catarrhal inflammation of the middle ear. 
Moreover, I have seen such an exudation in both labyrinths as well 
as in both tympani. Sections of a normal labyrinth examined by 


the same technique as a control, showed nothing of this character. 





Fig. 2 (Typhoid fever) Nervous cochleae in the case of typhoid feve1 
(Marchi method.) In the myelin sheaths many black stained clods ar 
to be noticed A part of the modiolus is presented in the picture 


In regard to the changes in the nerve fibers it might be argued 
that they may be post-mortem effects, but there is no need to discuss 
this point because the changes in this case were very striking and 
far from the changes considered as post-mortem effects. Further 
more, the degeneration of the nerve fibers has been clearly proved 
by Marchi’s method 

These changes in the internal ear are practically the same as Witt 
mack® and Doinikow’® described as changes occurring in nerve fibers 
in toxic neuritis and | do not doubt that in this case there has beet 
a neuritis in the acoustic nerve and its branches as well as in the 


facial nerve, on both sides. 
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Fig. 3. (Purpura hemorrhagica.) 
of purpura hemorrhagica. (Haematoxylin-Eosin 
of posterior semicircular canal, posterior ampullary 
nerve and a part of the 


Shows an area in a section of the case 


stain.) Crista acustica 
nerve of the vestibular 
osseous labyrinth are presented. Hemorrhage 
among the nerve fasciculi and the fibres is to be noticed. 





mA 


Fig. 4. (Epidemic cerebrospinal meningitis.) Presents basal whorl of 
the cochlea in a section of the case of epidemic cerebrospinal meningitis 
(Haematoxylin-Eosin stain.) Hemorrhages in the scala tympani, modiolus 


and among the cells of the ganglion spirale, 
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I have also noticed that the changes are most marked in the coch- 
lear nerve and less severe in the facial nerve. ‘This is easily under- 
stood if we consider the slighter power of resistance of the cochlear 
nerve than that of the vestibular nerve, and as described by Politzer 
the greater impressionability of the auditory nerye as compared with 
the other cranial nerves. 

Concerning the findings in the ganglion cells I feel that it is very 
lificult to discuss the arrangement of Nissl’s bodies and make a 
clear differentiation from post-mortem or artificial effects in a 
section which was treated in so strong a reagent as nitric acid. 
However, it is possible that the marked atrophy and the disorder 
of the Nissl bodies might be the result of the degeneration. 

Destruction of the inner hair cells of the organ of Corti should 
have no significance other than post-mortem alteration because these 

ells undergo post-mortem changes very early as Tomita’* and 
Yoshi and Nagel’*® have proved. 

It may be asked, therefore, what was the cause of the above 
mentioned changes ? 

In the case described the inflammatory process in the internal ear 
is in an early stage and I believe that no other possible cause can 
account for the changes, except typhoid fever, of which the patient 
died after one month’s illness. 

onclusions. 1, This is a case in which acute otitis media, otitis 
interna and neuritis of the trunk of the auditory nerve, the cochlear 
and vestibular nerves and of the facial nerves have been caused by 
typhoid fever. 


9) 


B This case presents histological evidence that in the course of 


Ste 


hoid fever there may occur otitis interna or neuritis acustica. 


This was previously assumed from clinical experience and patho 


1 
L 


deduction from secondary changes after a lapse of time 


ow. 


porleder, Wittmack, Manase). 


i 


II. HISTOPATHOLOGY OF THE INTERNAL EAR IN PURPURA 
HEMORRHAGICA. 

In 1900, Sugar* reported a case of purpura accompanied by dis 
turbances in the organ of hearing, the clinical symptoms pointing to 
hemorrhage in the labyrinth. He claimed to be the first to have 
reported such a case. In fact, we know very little concerning the 
relation of purpura to the ear structures. ‘The literature contains 
but few reports on this subject. 


Moos’ described a case of hemorrhagic complication in the tym- 


panum in the course of purpura and Tomka* reported a similar 
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instance. Citelli* reported a case in which the patient became a 
deafmute after an attack of purpura and this author urges that pur 
pura be taken into consideration as a cause of deafness. Guetticl 
described a case in which total deafness developed after purpura 
hemorrhagica. Stimson’s® case was similar to Citelli’s 

All these reports, however, lack pathological evidence to prove 
the occurrence of hemorrhage in the internal ear in the course of 
purpura. 

The writer was fortunately able to make an histological examina 
tion of the internal ear in the following case of purpura hemor 
rhagica :* 


I. S., male, 17 years old. 

Family history. A maternal uncle is said to have died from articular 
rheumatism. 

Previous history. For a considerable time tl 
nose-bleed twice or three times a month. 

Present illness. About two years ago there appeared a flat, corn-sized 
spot in the skin of the left chest, and successively in several regions of 
the body. The color of the spots was first red, then brown and finally 
faded. While the first crop of spots faded new ones appeared, but after 
about one month the patient was free from all spots. Six months later 
there was a recurrence and this attack continued until the day of ad- 
mission without any serious symptoms accompanying it 

For one week the patient had pain in the extremities, especially in the 
legs, and complained of headache, fever and general exhaustion 

Physical examination. Well developed and well nourished. Temper- 
ature, 37.6°; pulse, 100; synchronous and of moderate tension. 

Skin. All over the body except the plantar surfaces and the head, there 
are many dark red or brown spots which vary in size from a rice to a 
corn kernel and do not change color on compression. The spots are 
present also on the buccal and palatal mucous membrane 

Heart. Area of Cardiac dullness normal; the sounds are loud and there 
are no murmurs. 

Lungs. Not notable. 

{bdomen. Not notable; liver and spleen not palpable 

Extremities. Pain in knee-joints on movement but they are not swollen 
or fluctuant. 


1€ patient used to have 


Admitted to the hospital April 2, 1911. Died, June 1, 1911. 

During the patient's stay in the hospital he had moderate fever 
(37.6°-39.0° C.). On May 3, a new spot appeared in the conjunc 
tiva ; since then he had vomiting, tinnitus and impairment of hearing. 
Hemorrhage in fundus oculi was present also on both sides. No 
hearing tests were made. 

Autopsy was performed the day following death and hemorrhages 
were seen mainly in the pleura, lungs, endocardium, liver and mucous 
membrane of the larynx, trachea, bronchi, stomach and intestine, 
in the dura mater and pia mater. 


Microscopical findings in the internal car. Through the courtesy 
of Prof. Fujinami | obtained the right petrous bone which I fixed 


*Through the courtesy of Prof. Nakanishi, Imperial University of Kiot 
Medical Clinic. 
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and prepared as described in the preceding case. The same stains 
were applied except the thionin and Marchi stains. 

Vestibular nerve. At the area just before the termination of the 
posterior ampullary nerve in the crista acustica of the posterior 
semicircular canal there is considerable hemorrhage among the 


> 


3). Some of the red blood 
corpuscles have kept their ordinary forms but many of them have 


nerve fasciculi and nerve fibers (Fig. : 


disintegrated into a granular mass staining dark brown with eosin. 

The nerve fibers seem slightly atrophied but the methods employed 
in the examination show no very noticeable changes. 

Ganglion spirale. Among the ganglion cells of the basal whorl an 
ecchymosis is seen without it having caused any marked disturbance 
in the neighboring tissue. 

Scala tympani. Considerable extravasation of blood is present in 
the scala tympani of the middle whorl. The red blood cells keep 
their form comparatively well and take a dark red color by the 
eosin stain. 

Internal auditory meatus. Ecchymoses are present in the dura 
covering the acoustic nerve. 

Facial nerve. The nerve fiber itself presents no abnormality but 
in the sheath surrounding the nerve many bloody extravasations 
are to be seen and especially at the area where the facial nerve 
joins the stapedius muscle this hemorrhage is very marked. 

External auditory meatus, membrana tympani and tympanum. 
No change. 

Reissner’s membrane. Normal condition. 

Organ of Corti. Normal condition. 

Discussion. ‘There are to be noted the hemorrhages in the internal 
ear, especially those in the vestibular nerve, scala tympani and spiral 
ganglion. We know that hemorrhage in the internal auditory meatus 
may occur in terminal agony and also in the labyrinth in suffocation 
and in some infectious diseases. But these can easily be excluded as 
causes of the hemorrhages in the case outlined. The only other 
disease to be considered is purpura. Moreover, the finer examination 
of these hemorrhages discloses the fact that they occurred some 
time before the death of the patient, except those in the scala tympani 
and internal auditory meatus. But even the latter may be said with 


utmost probability to have occurred from the same cause as the 


numerous hemorrhages in the skin, viscera and brain. 
It is to be observed that the findings in the labyrinth and in the 
vestibular nerve are in accord with the clinical symptoms: impair- 
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ment of hearing, tinnitus and vomiting which set in about one 
month before the death of the patient. 

Conclusions. ‘The case here reported is a case in which hemor- 
rhages in the internal ear were caused by purpura hemorrhagica. 


III. HISTOPATHOLOGY OF THE INTERNALL EAR IN EPIDEMIC CEREBRO- 
SPINAL MENINGITIS. 

It is a well-known fact that a large number of patients suffering 
from epidemic cerebrospinal meningitis have lost their hearing in 
the course of the disease, although the affection of the ears in 
this disease depends a great deal upon the character of the epidemic. 
For instance, in his statistical study of sixty-four patients who sur- 
vived the disease, Moos’ found thirty-eight cases that had become 
deaf. According to Smith’s* statistics about one in every ten pa- 
tients becomes deaf. The cause of this deafness has been under- 
stood to be the disorder in the labyrinth and acoustic nerve. 

The pathological changes in the internal ears in cases of epidemic 
cerebrospinal meningitis have been described in the cases reported 
by Heller,* Lucae,* Steinbriigge,® ° ** Schwabach,® Goerke’® and 
Doki™ and in general the changes found in these cases were mainly 
purulent infiltration in the labyrinth and acoustic nerve and the 
phenomena resulting from such infiltration. The infection of the 
labyrinth results from the inflammatory process in the subdural 
space of the brain spreading into the labyrinth chiefly along the 
sheath of the acoustic nerve, but sometimes through the ductus peri- 
lymphaticus and more rarely through the ductus endolymphaticus. 
In his seventeen cases Goerke found that the inflammation of the 
labyrinth took place along the acoustic nerve in eleven cases, 
through the ductus perilymphaticus in three cases, through both 
paths in two cases and through the ductus endolymphaticus in one 
case. Whether or not the infection may occur through the blood 
stream has not been shown. 

In the autumn of 1913 there was an epidemic of cerebrospinal 
meningitis in Okayama Province, Japan. ‘The total number of 
cases was 476 with 293 fatalities. No definite etiological organism 
for this epidemic was discovered but the symptoms were typically 
those of cerebrospinal meningitis (Katsurada’*). 

I was able to make a histological examination of the ear in on 
case as follows: 

The patient was a woman who died after eight days of the 
disease. The autopsy was performed on the following day in the 
pathological department of the Okayama Medical School. The 
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anatomical examination revealed, besides the typical changes in 
the cerebrai and spinal meninges, cell infiltration and hemorrhage 
in the gray matter of the spinal cord, especially in the anterior horns, 
and hemorrhages in several of the viscera (Muda’’). 

Through the kindness of Prof. Katsurada I obtained both temporal 
bones. 

Microscopical findings. The technique of examination was almost 
the same as in the preceding examinations but following Witt- 
mack’s'* suggestion the bones were placed in Miller’s fluid for one 
month after previous fixing in chrom-formol solution, then in 
Marchi’s fluid for twenty days. Decalcification, embedding and 
stains were the same as in the former examinations. 

Left ear. External auditory meatus. Not notable. 

Membrana tympani. ‘The inner layer is swollen with moderate 
cell infiltration; many ecchymoses and congestion of blood vessels 
are seen. 

Tympanum. ‘The cavity is filled with purulent exudation mixed 
with numerous red corpuscles ; in the mucous membrane hyperemia 
and many hemorrhages present. 

Vestibule and semicircular canal. No notable change is to be 
seen. 

Scala vestibuli. Norrual. 

Scala tympani. Considerable hemorrhage containing many pus 
corpuscles are seen in the cavity from the basal whorl to the middle 
whorl ; this hemorrhage can be traced to a blood vessel in the spiral 
ligament (Fig. 4). 

Reissner's membrane. Normal. 

Organ of Corti. Slight change which cannot be regarded other 
than as a post-mortem change. 

Modiolus. Marked hyperemia and several ecchymoses with infil- 
tration of pus corpuscles around them are noticeable. 

Trunk of acoustic nerve. Along the sheath congestion of blood 
vessels and slight infiltration of pus, but the pus does not reach to the 
branches of the nerve. 

Cochlear nerve and spiral ganglion. No noticeable change in 
Marchi or other preparations except several ecchymoses among the 
ganglion cells. Vestibular nerve and its ganglion present no, visible 
change. In the sheath of the facial nerve there is hyperemia and 
several ecchymoses, The netve fiber itself shows no change. 

Right ea: 


There is no inflammation and hemorrhage in the 
tympanum and scala tympani, as present on the left side. With 
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these exceptions the other findings in the right ear are almost the 
same as in the left ear. 

Discussion. 'The main findings in this case as as follows 

1. Hemorrhagic purulent inflammation of the tympanum 

2. Hemorrhages in the scala tympani, spiral ganglion and in the 
modiolus. 

3. Hyperemia of the middle and internal ear. 

The changes agree with the findings in the other visceral organs 
in which many hemorrhages were found. It indicates that the dis 
ease has a septic character. 

That inflammation of the middle ear may occur frequently in the 
course of epidemic cerebrospinal meningitis is a well-known fact. 
Roos'® is of the opinion that the inflammation follows in the tym 
panum through the blood vessels. Hessler*® reported one such case 
Levinger’’ points out that in some cases the inflammation in the 
tympanum may be a primary affection and from the tympanum the 
infection may spread to the cranial cavities. 

In the case here reported the changes in the tympanum showed 
acute and septic characteristics, as was proved also in the other or- 
gans. This inflammation in the tympanum leaves little question as 
to its cause which was the same as that of the cerebro-spinal menin- 
gitis. Whether the inflammation in the middle ear was primary to 
the brain infection is a very difficult question to solve. 

In regard to hemorrhages in the internal ear in the course of 
cerebrospinal meningitis, Heller? and Lucae* repored cases in which 
they found besides pus infiltration in the labyrinth and auditory 
nerve several ecchymoses in the tissues of the internal ear. From 
the presence of this ecchymosis Heller doubts whether the inflamma- 
tion in the labyrinth in his case spread along the auditory nerve 
into the labyrinth or occurred independently from that in the brain 
and spinal cord. He inclines to the former possibility in view of 
the microscopical findings in the auditory nerve. 

Moos’* states that in his case the otitis interna in the course of 
cerebrospinal meningitis was not of vascular origin. Goerke, as 
already mentioned, could prove no causative relationship between 
the labyrinthine inflammation and the blood stream in his seventeen 
cases. 

. In the case here reported the admixture of pus corpuscles with 
the hemorrhages in the scala tympani and the other areas of the 
internal ear point to infection of vascular origin for the changes in 
the internal ear have no direct communication with those in the 
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brain and the infiltration of pus around the acoustic nerve does not 
reach to its branches. Moreover, the changes are the same as in 
the other organs. It seems probable that the inflammation of the 
labyrinth would become as severe as the inflammation in the tym- 
panum were the process to continue. 


Conclusions. 1. In a case of epidemic cerebrospinal meningitis 
there was found hemorrhagic purulent inflammation in the middle 
and in the internal ear. 

2. The case has proved that in epidemic cerebrospinal meningitis 
inflammation of the labyrinth may occur as a result of blood infec- 
tion. 


In closing this report I desire to acknowledge my indebtedness to 
Dr. H. Watsuji, Professor of Otology, Imperial University, who 
gave me constant advice in these examinations. 

I also wish to thank Dr. E. E. Southard, Director of the Psycho- 
pathic Hospital, Boston, Mass., and Mr. H. W. Taylor, who gave me 
kind advice in regard to the photomicrographs. 
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REPORT OF A CASE OF CYST OF THE LARYNX. 


Dr. WinttIAm B. CHAMBERLIN, Cleveland, Ohio. 


Cysts of the larynx receive but passing mention in any of the 
recent American text books. An excellent discussion of their 
etiology and pathology is found in Chiari’s volume on the larynx. 
\ccording to this author, “they owe their origin very infre- 
quently to the mucous glands.” In addition, they arise from dis- 
tended blood or lymph vessels, as well as from serous effusions 
into connective tissue spaces. Mucous cysts develop from the 
glands through retention, after the closing of their openings as 
the result of inflammatory, ulcerative or cicatricial processes. 
Through this retention of the secretion the acini or tubules be- 
come distended, their walls become stretched and gradually 
eroded so that ultimately a round sack develops, which is lined 
within by at most a cuboidal, or a flattened pavement epithelium. 
The cyst is covered without by mucous membrane, which is at 
first red but later becomes pale and translucent as the pressure 
becomes greater. Almost always one sees upon the surface single 


or branching blood vessels. These cysts vary greatly in size. 


They form two per cent to seven per cent of all benign growths.” 


From the few reported cases it would seem that cysts of large 


ze are relatively uncommon. 


In reviewing the literature one cannot but be impressed with 
the difficulties which confronted the operators in the earlier cases 
especially in children, and the boon to patient as well as operator, 
which suspension laryngoscopy affords. A most interesting case 
of cyst of the larynx was reported by Greene in 1907. In his article 
the author states that he operated in Rowe’s position but does not 
state definitely how he secured a satisfactory view, nor does he state 
just where the cyst was located, though he mentions later a thicken 
ing of the right pharyngo-epiglottic fold. 

Greene, quoting from Moure’s 117 collected cases, gives fifty as 
located on the epiglottis, forty-five on the vocal cords, eight on 
the ventricles, four on the arytenoids, three on the ary-epiglottic 
fold, one on the cartilage of Santorini, two on the ventricular 


bands, and four locations not given. Of all reported tumors of 
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the epiglottis up to 1905, Purseigle found that forty per cent were 
cysts. 

The case in question was referred to me on October 25, 1915, 
by Dr. R. D. Reynolds of Green Spring, Ohio. The history was 
as follows: Almost from birth the parents had noticed that the 
chiid jiad a peculiar cry. Soon after there was noticed a stridor 
on inspiration only. This had always been present. During the 
past six months it had become markedly worse. There was no 
history of dyspnea or cyanosis. 

Examination at the office showed a normal, well developed 
child. The tonsils were not enlarged and there were no evi- 
dences of adenoids. Examination with the mirror showed an 
overhanging epiglottis, which rendered a view of the larynx im- 
possible. The patient was accordingly referred to Lakeside Hos- 
pital for examination under anesthesia by means of suspension 
laryngoscopy. After primary gas, succeeded by light ether anes- 
thesia, the child was placed in suspension and the region of the 
larynx brought easily into view. A large tumor mass, smooth- 
walled, of rounded, even contour, and with small blood vessels 
upon its surface, was immediately seen. This mass was roughly 
two centimeters in diameter and occupied the entire right side 
of the larynx, rendering a view of the right true and false cords, 
as well as the interior of the larynx, impossible. 

At the summit of the left ary-epiglottic fold was a hyper- 
trophic fold of mucous membrane flapping back and forth in the 
air-stream and giving rise to the stertor. This fold was grasped 
by the Killian baby forceps and easily resected with the long, 
straight Lynch knife. After its removal the stertor immediately 
ceased. Attention was now again turned to the tumor mass on 
the right. Examination with the probe showed it to be sessile 
or semi-pedunculated and exceedingly firm to the touch—so firm 
in fact that a probable diagnosis of enchondroma was made. In 
order to definitely confirm this diagnosis, before deciding upon 
the external operation which an enchondroma would probably 
have necessitated, the long knife was thrust firmly into the tumor 
mass. There followed an immediate gush of a brownish, vissid, 
almost gelatinous fluid one to two drachms in amount. The 
tumor had disappeared. Careful examination even failed to 
reveal its walls or the location of the stab wound. It seemed 
most probable, however, that the tumor had been situated on 
the right ary-epiglottic fold. An excellent and unobstructed view 


of the entire larynx and several rings of the trachea was at once 
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possible. The child was returned to the ward in excellent condi- 
tion and left the hospital at the end of the third day. 

On account of the inability to resect a portion of the cyst wall, 
some anxiety was felt in regard to the possibility of a recurrence 
A letter from the mother on March 7, 1916, in reply to my inquiry 
as to the child’s condition, is as follows: “There is not a sign of 
trouble in his throat. He is feeling fine and has been all winter. 
He has not had a cold, whereas before he had a cold continuously. 
He plays out of doors all day long. If we ever notice anything 
wrong we will bring him in to see you at once.” 


Osborn Building. 


A CASE OF EPIDURAL ABSCESS WITH PARALYTIC 
SYMPTOMS SIMULATING BRAIN ABSCESS AND 
MENINGITIS. OPERATION AND RECOVERY. 


Major J. C. CairHoun, London, England. 


P. W., 20 years of age, admitted into the hospital April 27, 1916. 

Complaint. Discharging ear (right) of many years’ duration but 
with no particular symptoms till recently, since when he has com 
plained of severe headache and vertigo. 

Examination. Left ear: Normal. Right ear: Canal almost com 
pletely occluded by a large polyp with profuse discharge escaping 
with difficulty and under pressure; slight tenderness over mastoid. 

The polyp was removed by snare to facilitate drainage and patient 
put on routine treatment. The discharge continued profuse each 
day. 

May 17. Complained of feeling very ill with severe headache ; 
tongue heavily coated; mastoid moderately tender. 

May 18, A. M. Headache less severe but vertigo marked ; mastoid 
less tender; discharge less; physiological nystagmus on extreme 
abduction to left; no stiffness of neck nor retraction of head; no 
Kernig sign. Examination of chest and abdomen, negative; ex- 
amination of eye grounds, negative. 

May 18, 7:30 P. M. Eyes turned to right, could only abduct to 
left with difficulty ; pupils dilated ; neck stiff ; suggestion of Kernig ; 
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pulse slow ; patient much more comatose. Cerebro-spinal fluid with- 
drawn under pressure ; turbid, no actual organism found. 

May 19. Very comatose, head and eyes turned to right, unable 
to move eyes to left beyond mid-line; imperfect closure of left eye- 
lids; left pupil dilated more than right with sluggish reaction to 
right ; pulse slow, respiration slow and regular. Knee jerks absent, 
ankle jerks absent; dorsi-flexion of left great toe; no clonus; neck 
muscles stiff, slight if any retraction. Kernig positive on both sides ; 
abdominal reflexes absent; no rash. Fundus examination: Right, 
normal ; left, slight swelling of optic disc and distension of ophthal- 
mic veins. 

May 21. Complete paralysis of left arm, slight facial paralysis 
(corner of mouth drawn to right side and no wrinkling of skin on 
forehead). No aphasia. A diagnosis was made of temporo-sphe- 
noidal abscess. 

May 21. Operation. Radical mastoid done with complete ex- 
posure of dura of mid-brain and sinus. Free escape of foul, green 
pus, pulsating under pressure which came more or less indefinitely 
from the epidural region over tegmen of antrum and middle ear. The 
bone comprising the roof of the antrum and middle ear was very 
much necrosed. Sinus was covered with granulation but appeared 
healthy. Dura edematous and generally discolored. An exploratory 
incision into the substance of the brain in the temporo-sphenoidal 
region did not locate any abscess and as free pus had already been 
encountered further explorations into brain tissue were not made. 
Wound packed with iodoform gauze and left open. 

May 22. General improvement. Temperature normal; partial 
recovery of movement of left arm, although no grip or finger move- 
ments. Normal plantar reflexes and knee jerks on both sides. Di- 
vergence of pupils not so marked. 

May 23. Patient rational but cloudy; neck still slightly stiff; 
facial paralysis markedly improved; able to abduct eyes to left; 
slight movement of fingers with weak grip. 

May 24 and 25. General improvement. 

May 27. Grip markedly stronger. General improvement in every 
way except a continued slow pulse ranging between 48 and 56. 

From this date until the present no untoward symptom has arisen. 

This case appears interesting because although the pus was epi- 
dural and covered a considerable area, the symptoms were so definite- 
ly focal of an abscess. It also emphasizes the importance of any 
acute lighting up of a chronic aural suppuration. 

Canadian Expeditionary Force. 








ACUTE OTITIS MEDIA OF DIPHTHERITIC ORIGIN.” 


Dr. Wma. C. BANE, Denver, Colorado. 


The literature on diphtheria of the ear is not voluminous, and 
most of the articles on the subject were written within the past 


twenty-five years. In 1889, Billington made mention of diph 


theria of the ear, and that the exciting organism was undiscovered. 
In 1905, Welch and Schamberg merely mentioned that the dis- 
ease is due to extension of the exudate from the pharyngeal vault. 
The late Dr. Ballenger, in his book, stated, ‘that infection of the 
external auditory meatus is seen in rare instances in which there 
is diphtheritic otitis media with extension through the tympanic 
membrane ;”’ and also that “otitis media as a complication of 
diphtheria occurs in only four to six per cent of the cases.” Borden 
finds the percentage much lower than this. Barnhill and Wales 
divide otitis media caused by the Klebs-Loeffler bacillus into three 
classes, namely: (1) Primary diphtheritic inflammation of the mid- 
dle ear. This is very rare. (2) Diphtheritic otitis media by ex- 
tension from the naso-pharynx. There are a few cases of this type. 


(3) The most common form is the secondary middle ear infection, 
ae 


which accompanies diphtheria of the throat. Lewin states that 
acute otitis media often accompanies genuine throat diphtheria. 
Phillips states that primary diphtheria of the ear is very rare, but 
that otitis media purulenta acuta occurs in ten per cent of all cases 
(Duel), and that it shows a marked tendency to become chronic. 

I have reveiwed the literature on the subject rather carefully, 
and the above references are typical, I believe, of most of the ar- 
ticles referring to diphtheria of the ear. They are meager, and 
reference is usually made to otitis media accompanying throat diph 
theria, rather than to real infection of the ear with the Klebs- 
Loeffler bacillus. 

Symptoms and Course: Phillips also states that the disease 
usually comes on at the height of the naso-pharyngeal process, and 
the infective bacteria enter the tympanic cavity through the Eu- 
stachian tube. Diphtheria bacilli, once in the ear, are likely tc 
remain there for a long time, but lose much of their virulence after 
the subsidence of the acute symptoms. 

*Read before the American Academy of Opthalmology and Oto-laryn- 


gology at the twenty-first annual meeting, Memphis, Tenn., December 11-13 
1916. 
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DIPHTHERITIC OTITIS 


The pain in the ear is severe, and persists for several days af 
i . 
drainage is established. Rupture of the drum-head is apt to occur 


early in the inflammation. The deposit of the diphtheritic mem 
brane appears on the drum and on the auditory canal where th: 
surface has been deprived of its protective epithelium 


j 


The membranous exudate has the characteristic dirty vhi 


pearance and adheres firmly to the underlying tissues. The lv: 
phatic glands back of the ear and in the cervical region becom: 


infiltrated and tender. The discharge from the ear is rather scanty 


for the first few days, increasing as the membrane ex foliates 
mastoid and adjacent areas are often congested and painful 
Prognosis: The tendency is for the disease to become chro 


for the perforation in the drum-head to persist, and for granulatio1 


to appear in the opening. Impairment of the hearing is marked, 


and improvement usually occurs with the subsidence of the 
flammation, although permanent damage may result 

Treatment: This is constitutional and local \nuitoxin 1s 
perative in the early stages and is to be repeated according to 
indications. Locally, early free drainage is indicated, and the « 
should be cleansed with hot boric or salt solut lhe irrigati 


oi the ear, nose, and pharynx with a one-fourth of one per cent 


solution of formaldehyde several times daily will aid in bringing 


about a destruction of the diphtheria bacilli. This latter treatme: 
was advocated by H. R. Miller, of New York, in 1914, and 
proven very efficient in several cases. 

Case report: The following case I believe to be one ot the 
‘ases of true diphtheria of the ear. Dr. W. C. Mitchell, ba 
teriologist for the city of Denver for many years, can recall se 
but one case of diphtheria of the ear other than this one. 

W. A. P., aged 72 years, developed acute inflammation of 
right ear August 16, 1916. The following day the drum-head 
iured and he came under my care on that day. There was a fre 
serous discharge. To make sure of ample drainage, I incised tl 
he day following the incisio1 


> 


drum under local anesthesia. On t 
the discharge was not free, the patient was suffering with consid 
erable pain, and upon examination | could not make the line of m 
incision, due to a grayish white deposit on the lower half of the 


drumhead and in the angle between the drumhead and the floor of 


the canal. I reinserted the knife, and learned by the sensation « 
touch that the opening was free. 
The patient was feeling badly, and suffering with pain in the 


back of the ear. He was given 10 grains of aspirin every four 
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hours. On the following day there was a little improvement in 
the ear but no change in the appearance of the drumhead or canal, 
and only a slight discharge. There was some diminution of the 
pain. 

The exudate looked like the diphtheritic membrane, so a cul- 
ture was taken which, on the following morning was reported 
positive. The patient was then sent to Steel Hospital for contagious 
diseases, given antitoxin, and placed under the care of Dr. Lin- 
genfelter. Cultures were taken from the nose and throat, and these 
cultures proved to be positive, although there was nothing in the 
nose or throat suggestive of diphtheria. Upon entering the hos- 
pital the patient’s temperature was subnormal, pulse 88, respira 
tions 20. The next day the temperature was 100.4°, and the fol- 
lowing day 99.6°, due no doubt to the reaction from the antitoxin. 
After several days of a subnormal temperature. the records were 
omitted. The right ear continued to discharge moderately, and the 
patient improved in general health for about two months, during 
which time the cultures remained positive. I was then called in on 
account of a severe pain in the left ear, accompanied by some ten- 
derness of the mastoid and darting pains throughout the left side 
of the head. I incised the drumhead of this ear, and it then began 
a course similar to that of the right ear except for the absence 
of any membrane. The cultures remained positive. I ordered 
irrigation of the nose, throat, and ears several times daily with a 
one-fourth of one per cent solution of formaldehyde. Within four 
days the cultures were reported negative, and the patient was then 
dismissed from the hospital. 

Since that time I have treated him frequently at the office. The 
left ear discharges very little, and what moisture does collect there 
I believe comes from the throat through the small perforation in the 
drumhead. ‘The right ear has not done so well. The perforation 
remains about 2 by 4 mm. in size, with granulations showing through 
it, and the discharge, now due to mixed infection, is at times pro- 
fuse. Various methods of treatment have been used in an effort 
to dry up the discharge, but without much benefit. The high fre- 
quency current seemed to make it worse. Chromic acid applied to 
the granulations was of some benefit. 

I would not care to operate in this case, on the account of the 


patient’s age and his weakened condition. He also has a chronic 
diseased condition of the left antrum of Highmore which is being 


treated by irrigation. The duration of the otitis media has been 
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prolonged beyond my expectation. However, it has been in keep- 
ing with the prognosis of these cases as given by those who have 
had experience with them. 
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CHANCRE OF THE PHARYNGEAL TONSIL. 
Dr. Henry C. Haven, Galveston, Texas. 


Mrs. X., 25 years old, was referred to me on April 15, 1912, by 
her family physician for examination of the eyes. She had had 
headache continuously for two weeks. The pain was not localized to 
any one place but occurred in different parts of the head. A thor- 
ough physical examination, including urinalysis, had been made but 
nothing could be found to account for the headache. 

Her previous history presented no unusual occurrences. Her 
general health had been good, she was the mother of three healthy 
children and had had no miscarriages. She had worn glasses off 
and on since childhood. The woman was in such severe pain that 
the examination of the eyes was conducted with difficulty. The 
vision and accommodation of each eye was normal, there was no 
muscle imbalance and the fundus showed no gross lesion. There 
was a small refractive error, a half diopter of hypermetropia which 
was corrected by the glasses she was using. 


—_— 


advised her that I did not believe that her headache came from 
her eyes and questioned her in regard to her nose. She stated that 
she could breathe well through the nose, had no discharge of mucus 
or pus from the nose or throat and had never had any trouble with 
the upper air passages. As a last resort I requested permission to 
examine the nose and throat. The nasal fossa anteriorly presented 
no unusual appearances nor did the mouth or oro-pharynx show any 
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abnormal change. The posterior rhinoscopic examination with the 
mirror revealed the pharyngeal tonsil which was swollen, bright red 
and with an apparent ulceration of its surface. I therefore made a 





diagnosis of acute inflammation of the pharyngeal tonsil and be- 
lieved it to be the cause of her headache. I made an application to 
the vault of the pharynx of argyrol and prescribed a solution of 
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adrenalin chlorid to be used as a nasal spray. The next day the 
headache was so severe that she was unable to leave her bed. She 


had taken practically no nourishment for some days and was very 











weak. There was no elevation of temperature. It was necessary 
to keep her under the influence of morphia to control the pain. The 
naso-pharyngeal appeararices were the same as the day before. On 
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the third day the conditions were about the same but the patient was 
so weak that J thought it unreasonable to disturb her with a post- 
nasal examination. As I was about to leave the room her husband 
stated that his wife had expectorated something that day and he had 
saved it to show me. It proved to be a section of the pharyngeal 
tonsil five-eighths of an inch long by one-fourth of an inch wide and 
it presented the appearance of having been cut off with a very sharp 
curette, the separated surface being perfectly smooth. It was not 
red but was the color of grape pulp or polyp. I immediately took 
the tissue to Dr. J. J. Terrill, who made a microscopic examination 
with a dark ground slide and found numerous living spirochetae 
pallida. I notified the family physician and he made a physicial ex- 
amination and found a typical secondary rash beginning to make its 
appearance on the body. Salvarsan was administered the next day 
and the headache disappeared. Mercurial inunctions were then used 
and in a few days she was feeling quite well. 

At no time was there glandular enlargement, there were no mucous 
patches nor any other symptoms of syphilis until the secondary rash 
appeared. The rash did not develop until the headache had existed 
for three weeks and it is to be presumed and quite possible that the 
inflammation of the pharyngeal tonsil existed for a week or more 
previously. So with the exclusion of any other demonstrable lesion 
i think that one is justified in thinking that the primary lesion was 
in this tonsil. Both the husband and wife denied ever having had 
syphilis. 


203 Trust Bldg. 


SARCOMA OF THE SOFT PALATE. 
Dr. B. G. VoorHErs, Elmira, N. Y. 


Patient, F. P., a girl 10 years of age. 

Family history. Father, mother and one brother living and well. 
Grandmother on the father’s side and three aunts on the mother’s 
side died of cancer. 

Personal history. Diseases of childhood. 


Present condition. ‘The patient was operated on by the family 
physician on March 29, 1916, for adenoids. She was brought to me 
on June 12, 1916. I later communicated with the family physician 
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SARCOMA OF PALATE. 


in regard to the case and he reported that at the time he operated 
there was a small growth on the soft palate. About May 1, the 
mother noticed that the mass in the throat was growing rapidly. 

Symptoms. Dysphagia, anorexia, anosmia, dyspnea, mouth-breath- 
ing, marked anemia, asthenia, marked loss of weight, slight rise in 
temperature ; no pain, no chills. 

Examination showed an enlarged gland on the outside of the 
sterno-mastoid muscle freely movable along the course of the 
sterno-mastoid as well as antero-posteriorly. The growth was 
about the size of an English walnut, hard and somewhat irregu- 
lar in shape and had first appeared about May 1. Along the sterno- 
mastoid muscle as well as in the posterior triangle of the neck there 
were groups of enlarged glands. 

Nose. The postnasal space was entirely shut off, no air being 
able to pass through. The nasal fossa were filled with a thick, 
stringy mucous which had to be removed with a cotton applicator. 

Mouth and throat. There was a mass about the size of a hen’s 
egg, which had its origin in the soft palate, extending so far down 
into the throat that it was difficulty that the lower part of the soft 
palate could be seen even when the tongue was depressed. This 
mass was tender to touch. 

Chest. Very much emaciated; no enlarged glands in the upper 
part of the chest or axilla. 

Liver. Extended two fingers’ breadth below the costal margin 
and was regular. Spleen not palpable. 

X-ray report was that the mass was an abscess. Upon this re 
port it was opened by a nose and throat specialist about ten days 
before I saw the patient. On June 12, I made an exploratory inci 
sion and introduced a curved hemostat upward, laterally and then 
downward, but no pus was obtained. Bleeding was free. There 
was a soft consistency when the hemostat was introduced. It had > 
the feeling of entering a honey-comb. 

The diagnosis at operation was sarcoma and I gave a poor 
prognosis. 

The patient died on July 18, 1916. I saw her about one week 
before her death and all the symptoms and signs were considerably 
aggravated. 

A specimen taken from the throat on the day of her death was 
reported by the laboratory as a spindle cell sarcoma 
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AN UNESTABLISHED INCISION FOR THE RESECTION OF 
THE NASAL SEPTUM OR AN ALL-SKIN INCISION.* 


Dr. C. E. Purceti, Paducah, Ky 


I appreciate the honor your secretary has conferred upon me by 
the invitation to read a paper on the all-skin incision for the resec- 
tion of the nasal septum, and I feel that I am assuming a great 
responsibility in accepting it, because of the technical perfection of 
the septum operation, both by American and European surgeons. 
Your society would not be interested in a discussion of the merits of 
ways of performing the submucous operation by American surgeons 
over German rhinologists. Neither would you be interested in a 
review of the classical operation nor the classifying of kinds of 
deviations, but I believe all of you will welcome any suggestion that 
will lessen or eliminate entirely the complications following resec- 
tions made by any of the mucous membrane incisions. 

In this short paper, I shall endeavor to point out the difference 
' between mucous membrane incisions and the all-skin incision. I am 
familiar with the complications that may follow submucous resec- 
tions, because I believe I have experienced practically all of them. 
Some operators seem to underestimate the difficulties of complete 
septum surgery, and many minimize the complications. With the 
advent of the submucous operation as developed by Freer and 
Killian—which had as its main objects the eradication of all ob- 
struction, or rather restoration of nasal breathing—it might have 
been thought that a new era would have opened, as it did in the 
treatment of appendicitis by surgery. This has not been the case, 
and there are nasal surgeons treating nasal stenosis in the same 
antique way, by sprays, cautery, operations on the turbinates, and 
worst of all, by incomplete and ineffectual septal surgery. 

[ propose to discuss the various incisions from the standpoint of 
clinical results. The objections to the Hajek incision are that it 
does not give access to the deeper paris, especially to the bony parts, 
and being in the mucous membrane, on or near the free border of 
the septum, is followed by a prolonged scabbing. ‘The objections 
to the Killian are the dangers of a permanent perforation when the 
cartilage is cut through, limited room for instrumentation, which 


*Read before the American Laryngological, Rhinological and Otological 
Society, Southern Section, Memphis, Tenn., March 24, 1917. 
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leads to incomplete work, and a tendency, I might add a certainty, to 

scab formation. The Killian incision seems the most popular, and 

I am sure, the easiest. The Freer incision is the best planned and 

has the merit of being developed on sound surgical principles—free 
access. While this gives ample operative interference, yet in my 
experience, it is followed by extensive and prolonged scab formation. 
The genius and cleverness of Freer are evident in all his work and 
writings, but he is open to conviction. The possibility of dryness 
and scab forming following his incision has prompted him to make 
changes from the original incisions. The last operation I saw him 

do, he placed the vertical cut far back on the septum—near the mid 

dle turbinate. In St. Louis, in 1910, before the Section on Laryn- 
gology and Otology, I advocated, and at that time practiced in order 
to prevent scabbing, placing the vertical cut far back on the septum, 
but the horizontal cut was made in the muco-cutaneous structure. 
Freer and I had changed the vertical cut unknown to each other, but 
[ had changed the horizontal cut nearer the skin in the free border. I 
felt I had the drawbacks of the operation sewed up in a sack. How 

quickly I was disillusioned! Wherever I cut the mucous membrance, 
scabbing and disagreeable feelings always followed. While I got 
perfect breathing, because I did not stop till I completely removed 
all of the obstruction, however far back it went, I was disappointed. 
The patients invariably complained of some disagreeable sensation, 
either dryness, scabbing or something else. They get the habit either 
of forcibly blowing out these crusts or removing them by picking 
with the finger or a toothpick. Personally, I do not know the dis- 
comforts of nasal stenosis, but I feel quite positive I should prefer 
to have the stenosis remain, rather than to have regrets from a sep- 
tum operation. It strikes me that the scabbing would be just as 
annoying, or worse, than the stopping up. 

As I have for a long time contended, I believe the initial incision 
is the key to a successful submucous operation. For I believe the 
patient’s comfort and satisfaction after the operation depend upon 
the character and kind of initial incision. 

It takes but a few words to describe the all-skin incision as I now 
place it. Beginning on the floor of the nose opposite the attach- 
ment of the inferior turbinate, the incision is carried forward to the 
tip of the nose, being sure all the while that the incision is in the 
cutaneous septum, and not in mucous membrane. In extreme an- 
terior deflections, I have begun the incision near the junction of the 
inferior turbinate on the lateral wall. However, there is no crusting 

when the incision is started in the middle of the floor, provided that 
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you cut entirely within skin tissue. I use this method in all deflec- 
tions, however deep in the nose they are located, when it is decided 
best to do the submucous resection. This may be thought unneces- 
sary surgery, but my results justify me in this method of approaching 
the obstruction, and too, results justify the extra labor and time 
taken. As is well known, the dissection is much harder in this 
region than in mucous membrane, because of the fibrous nature of 
the tissues, and the tenacity with which they cling in this region 
Too, there is more bleeding than in the purely mucous membrance 
cut. The thick skin covering the foremost, lower part of the sep- 
tum, does not favor the penetration of cocain, so. that little anes- 
thesia is obtained by applying the drug to the surface. I have em- 
ployed subcutaneous injections of a solution of cocain here, but of 
late have given them up, for they cause as much pain as the cut 
itself. It will soon be three years—to be exact, in August—since 
I began the use of the all-skin incision. In not a single case has 
there been a complaint of even dryness. The results have been so 
ideal that I am very enthusiastic and the submucous operation has 
been robbed of the terrors of scab forming. This incision does not 
and cannot deserve the name of buttonhole cut and, moreover, is 
sufficiently ample to carry the resection far back into the bony 
septum, even where the crista and vomer require extirpation along 
the nasal floor. 

In order to be certain that I have not deceived myself in my en- 
thusiasm over results of the cut thus placed, I have had my confrere, 
Dr. C. H. Johnson of our city, see a number of cases and he com- 
mented that it was practically impossible to find the line of incision. 
He also noted the freedom of complication of my cases. 

[ am herewith quoting a letter from him, which states in a few 
words all I claim for the all-skin incision: 

Dr. C. E. Purcell, Paducah, Ky., Dear Dr.: 
[ wish to acknowledge a debt I have owed you for 


recall, don’t you, showing me your latest incision in 
operation? 


some time. You 

the submucous 
It appealed to me at the time, and after using it, my first 
impression has changed to conviction. I now use it in every case and 
the end results are all that can be desired—no complaint from patients 
of any kind so far. The line of 


incision heals without the aid of 
sutures, 


and, best of all, no crusts or scabs form. 


Yours truly, C. H. JOHNSON. 


Fraternity Building. 





























STAMMERING—A RESPONSIBILITY. 
Mr. Ernest Tompkins, Pasadena, Calif. 


Let us put aside for a moment stammering, the disorder, and 
consider stammering, the responsibility. In order to do that 
we must review the field briefly. 

First, let us consider the knowledge of stammering. The be- 
ginning of knowledge is accurate observation. Is it possible that 
in all the time from the beginning of speech until now we have 
made no accurate observations of this leading defect of a most 
important faculty? It is impossible. From the very nature of 
the circumstances we must have a wonderful fund of accurate 
observation on which to base our discussions. 

Second, let us consider the general conditions. With an im- 
mense standing army of stammerers in every civilized country ; 
with accretions to these armies at least equal to their losses; 
with the multiplication of activities in the interest of the stam- 
merer—clinics, institutions, discussions; with stinging criticisms 
and pitiful appeals—what have we? Monumental confusion, and 
practically no benefit. 

Third, let us consider the effect, especially in regard to the 
medical profession. With the responsibility of human suffering 
on one side, and the intricacies of the human organism on the 
other side, who has greater need of a logical mind than the phy- 
sician? Who meets more problems in a day—problems as dif- 
ficult of solution as they are wearing on the nerves? Who has 
more general problems thrust upon him with impelling urgency 
—carcinoma, poliomyelitis, and all the rest? Shall he sacrifice 
the credit he has won for the solution of many such problems, 
and the credit he expects for the solution of the others, by 

illogical work in this side field, which, though large in the ag- 
gregate, is comparatively insignificant. To do so would be to 
confess lack of logic. It would be bad buisness in every sense of 
the word. Let us “about face” and clean up this field which we 
have no excuse for leaving unclean. 

How shall we go about it? Simply collect the verified facts 
and connect them by logical reasoning. What could be easier? 
Why have we not done so before? Because someone jumped at 


6 


on 
od 
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an unwarranted conclusion, someone had an idea to ventilate, 
someone had a mistaken practice to defend. We must stop that. 
We must accept the facts and reject the fiction regardless of 
source or authority. We must question any idea—chiefly our 
own. We must take our ground so securely that we can defend 
it. But in order to take our ground we must first clear it. We 
must eliminate the mistaken ideas, not only to get an audience, 
but to show that there is need for a new idea. The right to 
preference of the most satisfactory theory is woefully infringed 
in the discussions of stammering. 

Since this discussion is not to present any particular view, 
but to present the broad question of the responsibility entailed 
by stammering and the means of making every discussion of the 
subject discharge that responsibility, let us take one of the most 
accepted views of stammering and consider it as it should 
be considered; take the dextro-sinistralis causation theory. In 
order to be specific we cannot do better than to follow the argu- 
ments of Scripture, Glogau and DeBra, entitled “Left-Handed- 
ness as an Etiological Factor in Speech Defects,” printed in 
The Laryngoscope, Mar., 1917, Vol. XX VII, No. 3, which show 
thoroughness of preparation and carefulness of conclusion rarely 
found in discussions of stammering. 

Mutual understanding of the words we use is necessary for 
an intelligent exchange of ideas. In the English language, stam- 
mering is spasmodic abortive speech; and stuttering is needless 
repetition. Stuttering may occur as an expression of stammer- 
ing; but stuttering, the disorder, is non-spasmodic repetition, a 
habit, generally of childhood, which leads to stammering. Much 
of the confusion now prevailing is due to the recent use, with 


‘ ‘ 


‘stammeln” 
spelled stuttering and stammering; about as inexcusable an in- 


the German meanings of the words “stottern” and 
fraction of logic and language as could be devised. 

Specific conclusions cannot be reached by general terms. We 
must eliminate the words “speech defects” when we are dis- 
cussing any one defect, for they are dissimilar. 

Aphasia is loss of speech. It is not spasmodic; it is so gener- 
ally traceable to a cerebral lesion, that it is alway attributed to 
an organic disturbance in the brain; it is characterized by slow 
changes ; it is frequent in advanced age. 

Stammering is a convulsive abortive effort to say a word that 
is known—not the loss of the word, as in aphasia. The most 
diligent search has shown no lesion, and no alleged structural 
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defect has ever been demonstrated; its changes are instantane- 
ous; it originates almost exclusively in childhood. 

Lisping is a defect of pronunciation known to be due to such 
obvious causes as carelessness, defective teaching, defective 
hearing, and structural defects of the peripheral vocal organs; 
and there seems to be little if any justification for a search for 
defects in the central organs; certainly none has ever been found. 

Here we have three disorders, each distinct from the other in 
the great majority of its characteristics, and yet we put them 
together under the name “speech defects,” reach conclusions 
on some characteristic of any one and apply those conclusions 
to either of the others. How can such procedure be justified? And 
could we expect anything but confusion in the conclusions? 

Now that we have some principles with which to begin, let 
us make a start in the discussion. The first thing to do is to 
agree where we can agree, in order to establish a basis for recon- 
ciliation of our disagreements. It is safe to say that there will 
be general acceptance of this statement from the article in 
question: 

“The localization of the speech centers, then, seems to be well 
established; their situation in the cerebral hemisphere cor- 
responding to the most developed side of the body seems to be 
the rare exception; and the proximity of the speech center to 
the area of motor controi of the arm, together with cases where 
disorders have appeared in these functions simultaneously, lends 
itself, on the anatomical side, to the hypothesis that there is an 
intimate connection between the localized areas for speech and 
the highly refined motor co-ordination of the right arm.” 

However, the connection that has so far been demonstrated 
seems to be that where the motor center of the dextrous hand is, 
near there will be found the speech motor center; and that an 
organic disturbance sufficiently extensive to involve both cen- 
ters manifests itself in disabilities of the corresponding peri- 
pheral organs. Note, however, that these are disturbances of both 
centers transmitted outward; and that conclusive evidence is lacking 
that a narrowly localized disturbance of one center would be trans- 
mitted to the other center and then outward. 

Now we come to the line of argument: 

‘ . a consideration, first, of the anatomical background of 
the speech mechanism, and then of the neural representation of 
the fine adjustments of the right fore-arm will, we think, show 


a relatedness of kind and intimacy of association which makes 
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easy of acceptance the fact we have observed, that a forced dis- 
turbance in one of the functions is apt to make itself evident in 
the other.” 

The reasoning and the observed fact ought each to stand on 
its merits. Let us take the observed fact in the language of the 
observers. 

“The evidence that training the right hand of the left-handed 
child produces a speech defect must be more or less inconclusive 
for there will always be an abundance of negative cases. But 
the fact is before us that many times the speech defect appears 
simultaneously with the correction of the left hand at a time 
when the child’s speech has become well established, and there 
is some evidence to show that the defect disappears with the 
return to use of the left hand.” In connection with the last 
statement, the authors themselves say, “ ... we have not found 
that where a return to the use of the left hand occurred that the 
difficulty disappeared.” These contentions are sound. ‘The 
period of acquisition of stammering is generally stated to be 
from 3 to 12 years, and left-handedness is corrected within that 
period; so coincidence of appearance of stammering and correc- 
tion of left-handedness is unavoidable. Similarly, the outgrowth 
of stammering, although frequently disputed, is perfectly demon- 
strable; and reversion to left-handedness is frequent; so both 
would necessarily occur at times in conjunction. It is obviously 


inadmissible to use this coincidenec as an argument that one 
event causes the other; although it would be admissible to show 
that coincidence will not account for all of the simultaneous 
occurrences of the two events. No such showing seems to have 
been made. 

In this connection, we have the statistics on the subject; and 
the article in question might have strengthened its contention 
that dextro-sinistrality causes stammering by quoting the sta- 
tistics of P. B. Ballard, said by Lewis M. Terman to establish 
the point “beyond controversy.” But on the contrary, we have 
the findings of J. E. Wallace Wallin, of the Psycho-Educational 
Clinic of the St. Louis Board of Education, deduced from “A 
Census of Speech Defectives Among 89,057 Public-School 
Pupils,” among which findings are, “The above figures show that 
the vast majority of our left-handed pupils who had been 
taught to write with the right hand had not developed any speech 
defects.” Also, “But even thus, the data do not prove that the 


9.5 per cent of dextro-sinistral stutterers developed stuttering 
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because they had been taught to write with the right hand. As 
a matter of fact many of them stuttered before they had been 
taught to write at all.” It would seem from these conclusions that 
any fair-minded person must decide that the observed facts fail to 
show that dextro-sinistrality causes stammering. Moreover, there 
has never been a dearth of known causes for stammering. Dr. 
Makuen demonstrated this in his report on 1,000 cases of stammer 
ing in which he listed so many known causes as to exclude even 
inheritance (Volta Review, July, 1915). So the dextro-sinistrality 
theory had not even a cause for existence. If some of the known 
causes could have been prdved fallacious, then we would have been 
warranted in looking for a cause to fill the gap; but not otherwise. 

Now let us consider the reasoning in favor of the theory. We 
had the admitted proposition that a pathological involvement of 
two proximate motor centers indicated itself in disabilities 
of the peripheral organs of the two respective centers. ‘That is, 
a common central involvement radiated manifestations through 
two separate neural paths. From that—and without anything 
to bridge the immense intervening gap—the argument proceeds 
on the assumption that interference with the ability of one peri- 
pheral member, the hand, will transmit an effect inward to its 
motor center, from that to the other center and then outward to 
the peripheral organs of the other, the articulatory apparatus. 
If this was true, the effect on the brain would be pathological, 
and the effect on the speech would be aphasia—the only speech 
defect under consideration known to result from a 
lesion. Let us see if this is so. 


cerebral 
What do we do when we correct 
left-handedness? We educate the right hand. We do not inter- 
fere with the ability of the left hand: we adopt a laissez-faire 
policy with it; but even at that, we know that it goes on adding 
to its education surreptitiously. So the effect of discouraging 
left-handedness is merely to lessen the rate of the education of 
the left hand, and positively not to deprive it of its ability, as is 
claimed. But suppose we did deprive it of its ability? Go so 
far as to cut it off. Plenty of -people have a hand cut off. 
Does a lesion of the manual motor center occur? Does a speech 
defect—especially aphasia—occur? If so, why have not the 
advocates of the dextro-sinistrality causation theory of stammer- 
ing told us of it? And why is there never a mention of aphasia 
in these statistics brought forward in support of the theory? 
The only speech defect that we might expect would be caused 
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by dextro-sinistrality is the one that is not even mentioned in 
the statistics. We are forced to the conclusion that the reason- 
ing fails, even more than the observations, to prove the theory. 

But suppose that it shall finally be established beyond contro- 
versy that stammering and lisping is more prevalent among 
sinistrals and among mentally deficient children than among 
other children. What will that signify? Let us banish all pre- 
conceived notions and endeavor “to see things as they are,” an 
attitude that disappointed Matthew Arnold told us we could 
never expect of the mass of mankind. We know that left-hand- 
edness is frequent in childhood—some authorities say that most 
children are normally left-handed—and we know that careful 
parents generally correct it. We know that much stammering 
arises from the simple habit of stuttering and the practice of 
imitation of stammering—Fletcher attributes most of it to imi- 
tation—and we know that careful parents discourage the stut- 
tering and forbid the imitation of stammering. We know that 
much lisping is habitual, and that careful parents correct it. 
Therefore, when parents are careless, either through inclination 
or on account of deficient mentality, we should expect to find 
sinistrality, stammering, and lisping, on account of failure to 
correct them when they are readily corrective. And we are de- 
cidedly unscientific when we impute a mysterious connection 
between these characteristics before we have demonstrated the 
inadequacy—if inadequacy there be—of the evident connection, 
namely, the lack of correction of all three. 

Finally, let us reflect that the article which has been reviewed 
is superior to most articles on stammering. If there is so much 
to question in it, what shall we say for the others? Shall we say, 
let them stand to perpetuate the suffering of the stammerers, to 
discredit American medicine and science, to encourage mistaken 
and corrupt practice? Or shall we say, we will criticise every 
old theory that is out, we will criticise our new theories before 
we let them out, we will make beneficial the truth that is left 
and thereby we will turn this ages-old disgrace to our everlast- 
ing credit. 


1994 N. Los Robles Avenue. 














AN UNUSUAL INFECTION FROM ETHMOIDITIS. 


Dr. Joun A. Tuomrson, Cincinnati, Ohio. 


Miss Bessie D., age 35 years, a school teacher of Greensburg, 
Ind., was disabled by an attack of sciatica early in October, 1915. 
The pain became so severe that she was confined to bed most 
of the time and could walk only with the aid of crutches. She 
was treated at home by antirheumatic remedies and by osteo- 
pathic massage for six weeks without benefit. She then came 
to this city to consult Dr. Dudley W. Palmer. Dr. Palmer's 
examination of the joints of the affected left leg showed no dis- 
ease in the joints. Dr. Doughty’s x-ray examination of the joints, 
teeth and the sinuses also was negative. The motion of the joints 
was not in any way impaired. Dr. E. W. Mitchell examined 
the chest November 24, and found no evidence of any disease. 
The patient’s temperature varied from 99° to 100° each evening 
and was often subnormal in the morning. Dr. Palmer sent her 
to me December 17, 1915, for examination of the tonsils. Find- 
ing them normal, I examined the nose as a possible source of 
infection. The patient reminded me that I had treated her for 
hypertrophic rhinitis fifteen years ago. At the time I saw 
her, the sciatic pain and an afternoon rise of temperature were 
the only notable symptoms. The nose was normal, except that 
the membrane over the right bulla ethmoidalis did not blanch 
when an adrenalin spray was used to shrink the tissues. A little 
pressure on the congested area with a cotton-wrapped probe was 
sufficient to break through the cell wall and permit the escape 
of a few drops of pus. The third day after puncturing the cell 
the patient returned to the office and reported she had neither 
pain nor fever. I feared both would return when the small 
puncture closed, but it was decided to wait a few days before 
operating. On January 3, 1916, she,came to the office saying all 
her symptoms had returned. The next morning at Christ Hos- 
pital, under local anesthesia, a small portion of the right middle 
turbinate was removed and the bulla freely opened. No other 
ethmoid cell was found diseased. Again there was an immediate 
relief of the sciatica and disappearance of the fever. She re- 
turned to her work in ten days and has remained well. Neuritis 
about the head from ethmoid infection is very common. Sciatic 
infection from this region is certainly rare. 


628 Elm Street. 











EDITORIAL DEPARTMENT 
THE DEAF 


Their Education—Improvement of Conditions— 
Responsibilities and Participation of the Profession. 


JOHN DUTTON WRIGHT, M.A. 
NEW YORK CITY. 


In several instances during the past few years, physicians have 
themselves instituted successful campaigns, or have vigorously aided 
those started by others, for the betterment of the deaf in their 
States. 

The readers of THE LaryNcoscoprE could be a tremendous force 
for this purpose if they were willing to actively exert their influence, 
and I would like to make a specific suggestion for their adoption 
whenever they are willing to aid the helpless deaf children of their 
localities. 

Probably the most pressing need at present in most of the State 
institutions for the deaf in order to more nearly approximate the 
normal development of their pupils, is for the facilities for better 
training many of them in speech and lip-reading. All institutions 
for the deaf have now reached the point in their development where 
they attempt to teach speech and lip-reading to many of their pupils. 
Fifty years ago scarcely any attention was paid to this. At that 
time all institutional instruction was wholly given by means of silent 
means of communication: writing, finger-spelling and the sign lan- 
guage. With the establishment in 1867 of two schools in which no 
use was made of finger-spelling or the sign language, pressure was 
gradually brought to bear upon the older schools to adopt this so- 
called “Oral Method.” This adoption was very much opposed by 
those connected with the earlier schools, many of whom were either 
deaf and dumb themselves or had deaf and dumb wives or relations. 
Influences in favor of speech and lip-reading were, however, too 
strong; and these schools were forced to adopt the new method to 
a certain extent in order to continue their existence. They devised 
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what they called the “Combined System,” in which much use was 
still made of silent means of communication both in and out of the 
classrooms, but some instruction was given in speaking and by means 
of speech. This system has been gradually modified till, so far as 
classroom instruction is concerned, the number of pupils taught ex- 
clusively by finger-spelling and the sign language is relatively small, 
most of the teaching in class being by means of spoken communica- 
tion and writing. But the medium of communication, outside the 
few hours in class, is a silent one not only on the part of the pupils 
but by the supervisors, teachers of industries, servants and even by 
the principals and teachers themselves. The result is that, of the 
sixteen waking hours of the pupils, five, at most, are passed in a 
speech environment and eleven or more in a finger-spelling and sign 
language atmosphere. A more accurate term than “The Combined 
System” to describe this state of affairs would be “The Commingled 
System.” It is this “commingled” characteristic that has caused the 
failure of the so-called “Combined System” so far as speech and lip- 
reading are concerned. The most pressing need of the state institu 
tions is for the means of removing this “commingled” condition and 
for doing their oral work in a speech atmosphere. ‘That is to say, 
they need the facilities for completely segregating those pupils that 
they wish to teach to speak and to educate by means of spoken 
language from the pupils that they wish to teach by means of finger- 
spelling and the sign language. So long as they are obliged to turn 
their orally taught pupils loose outside the classroom in an environ- 
ment where finger-spelling and the sign language are used in the 
shops, the playgrounds, the dining-rooms and dormitories, those 
orally taught pupils do not acquire the facility in speaking and 
reading the lips that they would be capable of if they were practiced 
in them throughout their entire waking time. It is not difficult for 
any intelligent person to see the inevitableness of this result. 

The chief opposition to this reform comes from three groups of 
persons, and combined with public ignorance and the natural in- 
difference of the mass of the people who have no personal interest 
in the welfare of the deaf, this opposition has, up to the present, 
prevented the reform in most of the institutions where maintenance 
comes through legislative appropriation. 

The three groups are: 


1. The large number of deaf persons who have been educated in 
“Combined Schools” and who find the speech and lip-reading which 
they have there obtained to be, as was to be expected, wholly in- 
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adequate to the needs of daily life in a hearing and speaking com- 
munity. 


2. Those deaf persons who are engaged in teaching by means of 


finger-spelling and the sign language in the “Combined Schools,” and 
who would lose their positions if the greater part of the school were 
devoted to oral instruction. 

3. Those hearing persons who have been associated with the 
education of the deaf by the early methods for very many years and 
naturally are averse to any drastic change at this late hour in their 
lives. 

The increasing intelligence of parents of the deaf on this subject, 
and of people in general, especially of physicians who see the deaf 
children early in their lives, is making the task of these opponents 
of progress more and more difficult. Most of the persons in charge 
of the institutions are now convinced of the desirability of such a 
segregated oral department in every school for the deaf, and a few 
more years will probably see this accomplished. The arrival of this 
much-to-be-desired change can be greatly hastened by the universally 
exerted influence upon parents and legislators of every physician in 
the country. Let each one do what he can in his own community. 
The editor of this department will be glad to supply anyone inter- 
ested with literature that can be used in such a campaign. 


Simplified Technic in the Application of the Schick Test. 
W. Lirrerer, Southern Med. Jour., Feb., 191%. 

The author first dissolves the dried diphtheria toxin in sterile 
normal salt solution and injects 0.2 c.c. into, not under, the skin. 
A positive reaction is indicated by an area of infiltration, up to 
about one inch in diameter, more intense in the center and lasting 
about 10 to 14 days. Its disappearance is gradual, leaving a brown 
desquamated surface. This reaction indicates that the patient 1s 
susceptible to diphtheria; those who do not give this reaction pos- 
sess a natural immunity. A pseudo-reaction, due to local ana- 
phylaxis, is more sharply circumscribed, comes on earlier and dis- 
appears in from 24 to 48 hours. Ep. 








OBITUARY. 
VICTOR DELSAUX. 


Born 1861. Died 1917. 


Amongst the wholesale horrors of the present war, although 
“Each new morn, 

New widows howl; new orphans cry; new sorrows 

Strike heaven on the face.” 
yet single instances of misery sometimes bring home to us even 
more acutely the “weight of this sad time.” The death of Jules 
Broeckaert in London, an exile from his native land, and now the 
death of Victor Delsaux, a prisoner in his own beloved country, 
fill us, as Prof. Tapia says in the Revista Espanola de Laringologia, 
with “una impresion de imborrable tristeza.” They were not only 
leading men in Ghent and Bruxelles, but were both such distin 
guished laryngologists and had contributed such valuable work in 
advancing our specialty, that their names were well known to every 


laryngologist in the world. 


Victor Delsaux was born in 1861 and spent his childhood in his 
native town of Fleurus. He went to school at Dinant, little dream 
ing of the days when this picturesque city on the Meuse would be 
ruined by the brutalities of war. Entering the University of 
Bruxelles in 1879 he devoted his first two years to the study of 
natural sciences. After qualifying, he passed a year in the best 
known clinics in Paris, and settled down to a family practice 
amongst the poor of Bruxelles. Whilst thus engaged he obtained 
the post of assistant with Profs. Capart and Delstanche pére, per- 
fecting himself in oto-rhino-laryngology and gradually withdrawing 
himself from general practice. 


About this time he showed his cosmopolitan tastes for travel and 
culture, visiting London, Petrograd, Moscow, Zurich, Berne, 
Geneva, the chief Italian cities, and the Scandinavian and neighbor- 
ing German countries. He went still further, visiting the Island of 
Madeira, where he did not forget to inspect and study its leper 
hospitals, and touring in Morocco where he did not omit to see its 
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hospitals and gaols. During these travels, as later on, he formed 
a large circle of acquaintances with colleagues, clinics and learned 
societies, and from each journey he brought back observations 
which widened his views and deepened his sympathies, as well as 
books which he was continually adding to his cherished library. 
For he was a great reader, and owing to his linguistic talents he 
was able to devote himself to the medical literature of half a dozen 


languages. 


Working so long as “medécin-adjoint” at the hospital and uni- 
versity work of Prof. Delstanche, it is not surprising that on the 
latter’s death in 1900, Delsaux should be promoted to follow him 
as Chef de Clinique at the Hopital St. Jean. At this time Delsaux 
was forty years of age, and he then started on the full and vig- 
orous career for which he had so carefully trained himself. Not 
only did he lecture to students, manage a large clinic, and build up 
a large private practice, but he devoted attention to such things 
as photography, electricity, radio-therapy, the spreading of anti- 
septic surgery, and the diffusion of fresh-air principles, but in 
all these directions he gave a full measure of prodigious energy 


and rare talent. 


He founded the Presse Oto-Rhino-laryngologique Belge, and re- 
mained its editor until the red ruin of war arrested the progress 
of science and substituted an empire of barbarism. This journal 
soon obtained a high scientific reputation among the researchers 
and literary men of all countries. His own contributions to it were 
considerable and made him a well-known international figure, still 
further increased by his travels and investigations in France, Al- 
giers, the Netherlands, Switzerland, Spain, Canada, and the United 
States. 


Many of us had the opportunity of being further attracted by his 
charming personality when we traveled on the same ship with him 
to Quebec to attend the Toronto meeting of the British Medical 
Association in 1906, under the presidency of Dr. Dundas Grant. 
And we also had the pleasure of welcoming him at the Belfast 
meeting of the Association in 1909, when he read an interesting 
paper on “Laryngostomy.” 


Delsaux had an international spirit, but it was of the sincere 
and generous type. Like all wise travelers, he did not go abroad 
to think less of his native land, but to return to it a still truer 
and more enthusiastic patriot, only anxious that it should advance 
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along any of the paths « 


f progress he had spied out during his 
travels. Thus he was among the first to start in Bruxelles a private 
nursing home, founded on what he had seen here and in the privat 
hospitals of America. When one recalls that the Presse Oto 
Rhino-Laryngologique Belge, carefully edited, came out weekly 
and punctually, that he had so many interests, and that he was 
such a far traveler, it is astonishing that he still found time to 
keep his friendships in repair. Yet there was no more sociabl 


man in Europe, amongst high or low, rich or poor, than the large 
hearted and generous Victor Delsaux. The Italians would have 
called him a “buonaccione,” a term which is not altogether well 
translated by “a jolly good fellow,” and the little children of th¢ 
poor at the Hopital St. Jean always referred to him as their “che 
gros docteur.” For children he always had an affection, and even 
when his country was in the hands of the Bosches he worked hard 
at establishing and managing a “mother’s canteen” where more 
than 12,000 destitute children have been saved from perishing in 
Bruxelles from want of food. 


Just before the war he was engaged, in collaboration with 
Lerinoyez, of Paris, and Moure, of Bordeaux, in producing a mon 
umental work on otology and laryngology. I do not know whethe1 
his part has been completed, but I hear that his heroic and strenu 


ous character is proved by the fact that, even during the last year 


~ t 
although a prisoner in his own country, he had been able to com 
plete an important “Traité de Laryngologie Pratique.” 

Last winter he was stricken with appendicitis on January 25 
He died on February 3, and was followed to his grave by a crowd 
of mourners on a day of freezing cold, and with the German flag 


flying overhead in a bitter wind. 


He lies in the cemetery of Ixelles alongside of his wife, 
he lost in 1891, after a short two years of wedded life. For h 


memory he always retained a touching devotion. 


It is heart-rending to think that Belgium, brutally beaten down 
by “military necessity,” should have lost in Delsaux such a gallant 
son. But it is not only Belgium, it is the science and humanity of 
the civilized world which share in this loss. Some of us will look 
forward sadly to visiting that cemetery at Ixelles 


t 


, when the German 
flag no longer waves there. STCLAIR THOMSON. 











SOCIETY PROCEEDINGS. 
NEW YORK ACADEMY OF MEDICINE. 


SECTION ON LARYNGOLOGY AND RHINOLOGY. 


(Continued from page 596) 

Dk. MACPHERSON suggested the possibility of a double infection, i. e., 
syphilis and tuberculosis. 

Dr. Herzic asked if any anti-specific treatment had been given. 

Dr. Forses said that possibly all had seen cases of mixed types of 
infection,—both tubercular and leutic.—where the laryngeal condition has 
promptly improved under treatment by mercury, the tubercular condition 
having been cured. Dr. Lynah had suggested that the active process in 
the larynx might be luetic. Dr. Dworetzky of the Otisville Sanatorium 
found cases with tubercular elements healing and the remaining laryn- 
geal condition luetic in character, which again improved under the luetic 
treatment. There is, then, always the possibility, as suggested, of a dou- 
ble infection. 

Dik. KERNAN asked if there was any objection to putting the two throat 
cases under antispecific treatment with the idea of making a diagnosis? 
He had not heard this suggestion made by any of the members with that 
in view. 

Dr. IMPERATORI said that he had corresponded with Dr. Dworetzky re- 
garding his laryngeal cases at Otisville, in relation to cases under his own 
care at Riverside Hospital, with reference to laryngeal tuberculosis and a 
positive Wassermann. The doctor said that many cases had positive 
Wassermann, with other evidence of lues. It is understood that there is 
some substance in those who are tubercular, that may give an apparently 
positive Wassermann. It would seem that we shall have to go further 
before we can say that a case of tuberculosis is also positively luetic 
unless we have some other clinical evidence—possibly a therapeutic test. 

Dr. KinG said that the boy had had no specific treatment, and no treat- 
ment of any kind since coming under his observation. He had simply 
been studying the.case for about two weeks. He had seen one or two 
similar cases where the diagnosis was difficult, which subsequently de- 
veloped tuberculosis. In one case, seen about a year ago, Dr. Darling had 
taken an x-ray picture and made a diagnosis of tuberculosis, and later 
the sputum test was positive on several occasions. The patient was 
sent away, and she has gone down very rapidly since going to the sana- 
torium. Another case seen about two years ago had a similar condition 
of the epiglottis. The infiltration was not very great, but the patient 
had been to a sanatorium. Dr. King said he thought the infiltration in 
the epiglottis had not entirely healed up. 

Dr. B. C. Dartinc demonstrated the plates in Dr. King’s case. Single 
Roentgenograms of the chest will not show up any but the most pro- 
nounced lesions. In these stereoscopic plates there is a general slightly 
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dense fan-shaped area extending upward from the root of the right lung 
some of which is probably old tuberculosis, for the more white or dense 
area is supposed to be fibrous. Then there is a general cloudy appear 
ance in the fan-shaped area of more recent and active disease. The other 
apex shows a similar condition. On the left below, toward the lower 
lobe, are smaller areas of the soft shadow. The dense fibroses are prob 
ably slight evidence of some long continued tuberculosis; the soft, cloudy 
shadow would seem to be more recent. It is not, however, a clean cut 
ease, and the findings are not very decided. 


Two Cases of Recurrence of Chronic Stenosis of the Larynx of Six and 
Ten Years’ Duration, after Detubation. Dr. Henry L. LYNAH. 
(To be published in a subsequent issue of THe LAryNcoscore.) 
Enlarged Thymus Radiogram. Dr. H. H. Forpes. 

In the plate, the enlarged thymus was shown very distinctly coming 
out at the right of the sternum and extending well over to the left. Dr 
Forbes stated that the case was interesting for two reasons: first, in that 
it was an enlarged thymus occurring in a child of fourteen with a history 
of frequent illnesses, showing that,—contrary to the opinion of most 
clinicians,—the patient had decided resistance; secondly, the frequency 
with which enlarged glands (thymus) are now seen, following the ad- 
vent of the x-ray. The child was sickly up to seven years of age, when 
its general condition improved; from seven to fourteen he was somewhat 
stronger. He was admitted to the Post-Graduate Hospital in the service 
of Dr. Macpherson,—through whose courtesy the case was presented. The 
boy had had frequent attacks of a spasmodic laryngeal type, usually com- 
ing on in the evenings,—more apt to occur on cold, chilly days or after 
exhaustion. He was undeveloped physically and mentally. The attacks or 
spasms of the larynx would be accompanied by swelling and congestion 
of the neck, and this was the symptom which aroused the attention of 
the family and occasioned them most anxiety,—not the spasmodic cough 
or the asthma, but the fact that he had this spasmodic cough and 
with it the tremendous swelling of the soft tissues of the neck. 

The larynx was normal, and the view by the indirect method was nor- 
mal for a short distance into the trachea, nothing being seen to indi- 
cate any local condition of the larynx or trachea. An x-ray picture was 
then taken. It was hoped that at the next visit a bronchoscopic tube 
could be passed and the diagnosis completed, but the patient did not re- 
appear and it had been impossible to trace him. It was therefore im- 
possible to obtain fuller information about this unusual case which had 
lasted over a period of seven years. 

The prevailing idea has always been that with an enlarged thymus not 
much operative work could be done. Most of these patients die sud- 
denly and are poor surgical risks; yet Dr. Lynah had just told of a case 
with a tremendous thymus in which he had performed a tracheotomy 
under stress, and the child went on in good condition. Dr. Forbes said 
that in two other instances of children with enlarged thymuses he had 
done extensive bronchoscopic work, difficult and repeated, and there was 
apparently no difference between these children and others. 

Dr. IMPERATORI said that Dr. C. Jackson had reported successful re- 
sults from thymectomy. He relates such a case in his book on “Peroral 
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Endoscopy.” Two cases, that were seen in Dr. Harmon Smith’s clinic at 
the Manhattan were diagnosed by endoscopy—the enlarged thymus flatten- 
ing the lower trachea. Both these cases suffered from dyspnea and both 
were in infants. Later the diagnosis was confirmed by radiograms. Un- 
fortunately, both of these cases were seen before x-ray therapy was used 
for this condition and the cases lost track of. Dr. Jackson has abandoned 
thymectomy for x-ray treatment. 

Dx. LyNan said that it was his belief that many more children have 
enlargement of the thymus gland than we ever dream of, and it was only 
while under great excitement or while under esthesia that the gland be- 
comes enormously engorged with blood and causes tracheal compression 
stenosis. He also thought that the enlarged thymus may. be readily over- 
looked by x-ray findings if there was not sufficient engorgement of the 
gland at the time of the radiographic picture. This had been demonstrated 
by him in two cases in whom there was practically no thymic shadow in 
the ray picture, but there was’ very definite tracheal compression when 
tracheoscopy was performed. Asthmatic symptoms were present in one of 
the children at the time of the x-ray examination and absent in the other. 
He thought that the tracheoscopy without anesthesia and the slight strug- 
gling of the child was probably sufficient to engorge the thymus and dem- 
onstrate the compression of the trachea. The little girls on whom the low 
tracheotomy was performed under local anesthesia had very severe thy- 
mic shocks as was proved on opening the tissues of the neck, as an en- 
larged portion of the gland, 3 cm. in length appeared in the wound. 
The gland was held out of the way by the retractor and the trachea 
opened. The trachea was noted to be almost completely collapsed antero- 
lateral on the left side. The boy also had rather severe shoc kfollowing 
his tracheotomy which was performed by Dr. Gover of the house staff; 
this boy did not show any shadow at the time of the radiographic exami- 
nation but did show tracheal stenosis when examined by tracheoscopy. 
Dr. Lynah said that he intended to resect the thymus of the girl as soon 
as it was impossible to decapsulate her owing to the enormous amount 
of tracheal collapse from thymic pressure shortly after the tube was 
removed. The child, however, had been under x-ray treatment by Dr. 
LeWald but not for sufficient length of time to make any depreciable 
shrinkage in the gland. Dr. Lynah heartily agreed with Dr. Imperatori 
that the x-ra ywas the best and simplest treatment for these cases; at the 

. same time Dr. Jackson had demonstrated that thymic resection was not a 
fatal procedure and he thought this case was well suited for this method. 

Dr. Forses said that Dr. Hirsch had that morning told him of a thy- 
mus case which had a remarkable atrophy and it was only necessary to 
give two treatments,—the exact strength of which was not stated. This 
child was three years old, and there were two actual exposures to the 
tube at an interval of a few weeks. 


Severe Enistaxis in aa Woman; Diabetes, Myomata of Uterus, Otitis Media 
Acuta. Dr. WoLrr FREUDENTHAL. 

Dr. FREUDENTHAL said that the case which he wished to report was in- 
teresting on account of the numerous complications. On January 16, he 
had been called up in the middle of the night by a man who said that his 
wife had been bleeding since evening. They managed to bring the pa- 
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tient to the office, and he learned that a physician had been called in who 
had left a prescription for adrenalin, but that it had just the opposite to 
the usual effect, since it increased the bleeding. Later on it became more 
profuse and other physicians were called in. When the patient reached 
the office she appeared very anemic, but after some difficulty the bleeding 
was checked by plugging the nose anteriorly. She was about forty-five 
years of age, and the idea of a vicarious menstruation suggested itself 
to him, as he had seen quite a number of such cases. He asked the 
patient about her menses, and she said that she was just menstruating, 
that it occurred every three weeks, and was very profuse. Her family 
physician stated that she had myomata of the uterus. Dr. Freudenthal 
said that naturally, he advised their removal, and it was decided to have it 
done. The patient was then sent home with the usual instructions for 
rest. The next day she was seen at her residence, and the packing was 
removed, and this was followed by the same profuse bleeding. In the 
middle of the night his assistant was called up, and again there was dif- 
ficulty in checking the bleeding. 

The next morning the patient complained of terrible pain in her teeth. 
She had had a tooth extracted a short time previously, and she was 
suffering such pain that she wanted this one also extracted; but consid- 
ering the epistaxis from the nose Dr. Freudenthal advised that that be 
postponed. He was under the impression that the bleeding would not 
stop entirely until the menstruation ceased, and so it was. They ceased 
together. The patient was given narcotics and gradually the bleeding 
became less. It was afterward easy to stop the nose with applications 
of ferro-pyrene (Knoll). 

Following this, the patient had an acute otitis media and the drum 
membrane had to be incised, which gave relief from that source. Then 
the ear began to discharge, and five days later the patient walked 
around, and Dr. Freudenthal was able to examine the throat mors 
carefully, and was much surprised at its appearance. There was con 
siderable edema and an irregular ulceration of the posterior wall of the 
pharynx. There was no tuberculosis; no syphilis. The urine was 
examined for sugar, and was reported to contain 4.5 per cent of sugar, 
plus acetone. Naturally, this upset the plans for the removal of the 
myomata, and it was decided to have the x-ray applied, which was done, 
with excellent results. After two applications the patient felt much 
easier. Dr. Freudenthal said that in his opinion sufficient attention is 
not given to x-ray therapeutics in our specialty. 

In the meantime the woman felt better, and two of her teeth were 
extracted under cocain. Then the ear began to bother her again. The 
swelling behind grew bigger, but it was not desirable to operate on 
} a diabetic patient with a high sugar percentage. When the percentage 
was reduced to 3, Dr. Freudenthal operated under gas-oxygen anesthesia, 
having administered one-fourth grain of morphin beforehand. No ex- 
tensive operation was contemplated, but the intention was to work as 
rapidly as possible and let the pus out. The patient stood the operation 
remarkably well; the healing was uneventful, really quite exceptional 
under the circumstances. The patient is now undergoing the Allen 
treatment. 
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Dr. Freudenthal said that two important points were brought out 
by this case. First, that the possibility of diabetic complications was 
first pointed out by a laryngologist; the family physician, a very good 
and careful man, had not thought of examining the patient for that 
condition. Dr. Freudenthal had seen such cases occasionally, and had 
directed attention to this complication, but very little notice has been 
taken it. Only recently Dr. Arrowsmith has reported such a case, but 
there is little or no reference to the matter in literature. The other 
point is the feasibility of operating on patients with a high amount of 
sugar. Dr. Freudenthal said that several of his patients had been oper 
ated upon by general surgeons, and some of them had died shortly after 
a very slight operation. It would be very interesting to know the opinion 
of the members upon this point. 

Dr. ArrowsMiITH inquired if Dr. Freudenthal’s patient had any ulcera- 
tions of the nasal mucous membrane. He then told of one of his own 
patients who had suffered from terrific attacks of nasal hemorrhage with 
ulceration of the septum which never healed, and who finally died of 
diabetic coma. The epistaxes were frequent and severe. In another case 
which had come under his observation within the last year, the patient 
had a diffuse diabetic ulceration of the throat and had 5 per cent of 
sugar in the urine. This patient was put on the Allen treatment and 
the ulceration became very much better, and when last seen—two or 
three weeks ago—there was only a very small area of ulceration re- 
maining on the under surface of the epiglottis. 

Dr. SeyMour OppeNHEIMER, referring to the question of the mastoid 
operation on diabetic patients, said that it was not so much the matter 
of glycosuria as of acetonuria. It is true that those patients who have 
a glycosuria often show a decided acetonuria post-operatively. He said 
he had had occasion to operate on quite a number of mastoid cases com- 
plicated with glycosuria and in all but two, he attempted to do the 
operation under local anesthesia. The ante- and post-operative care of 
these patients is extremely important. In several patients who showed a 
high percentage of sugar and where the otitic symptoms did not require 
urgent interference, strict dietary regulations were employed to improve 
the condition prior to operation. The post-operative care is quite im- 
portant; not so much the diet, for there is naturally a decided restriction 
of food after operation, but alkaline medication both by mouth and per 
rectum is of great value. 

Dr. GuTTMAN said that these cases are very interesting. He then 
asked if Dr. Freudenthal had made the diagnosis of diabetes only by 
the aspect of the condition, or whether he judged by the sweetish odor; 
and told of a case of acute mastoiditis in which he himself had made 
a diagnosis of diabetes, based on the associated odor. 


Dr. Guttman said that he also had unfortunate results in operating on 
these cases. In one instance the patient was the mother of a physician, 
and took the ether quite well, but died two weeks after the operation. 

In regard to the bleeding, Dr. Guttman told of a diabetic patient under 
observation with polyps in the nose, and the question was under consid- 
eration as to whether or not to operate. It is very common to have 
bleeding in these cases. 
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Dr. Ernst Danzicer asked if the ulceration in the pharynx was super- 
imposed on a dry purple red membrane. 

Dr. MacPuHerson, referring to the amount of sugar in diabetic cases 
said that the sugar in the blood is a better criterion than the sugar in 
7 the urine. The patient may be free of sugar in the urine and yet be ina 
bad diabetic condition, which can only be demonstrated by examining 
the blood. 

Dr. Hurp told of a very peculiar case. The patient was a woman with 
a mastoid which had been neglected for several months. He could not 
recall the exact percentage of sugar, but she had an acetonuria also. He 
gave her some morphin and injected her for local anesthesia before oper- 
ating on the mastoid. She became very much excited; ether was given, 
also chloroform; the operation was performed, and the patient was 
returned to bed. In twenty-four hours no trace of sugar could be found 

Dr. Norton L. Witson said that Dr. Hurd’s case might be like one 
that he had operated upon under local anesthesia, and after the operation 
could not find any sugar; but he suspected the man never did have 
sugar. In another case a sinus in the external canal leading well down 
into the tissues had existed for two months. The man was sent into the 
hospital, and examination showed both glycosuria and acetonuria. It 
was considered unwise to operate upon him, and he was put upon anti- 
diabetic treatment, and the whole condition cleared up promptly. 

Dr. FREUDENTHAL, closing the discussion, said that the nasal condition 
did not present anything especially indicative of diabetes . The patient 
had a dry rhinitis and a dry pharyngitis; and anteriorly there was an 
ulceration such as is seen in these dry conditions. 

teplying to Dr. Oppenheimer, he said that the post-operative as well 
as the ante-operative treatment is very important He had talked the 
matter over with an internist, and gave the patient one dram of bicar- 
bonate of soda per rectum right after the operation 

The point brought out by the Chairman (Dr. MacPherson) was very 
important, too. 

Referring to the case cited by Dr. Hurd, Dr. Freudenthal said that he 
had heard of such cases before. There was a possibility that through 
some neoplasm or other pathological condition, the glucosuria is pro- 
duced. That matter is now being studied. tecently a surgeon had told 
him of a case of appendicitis, where there was positively sugar present, 
as determined by a number of men, but the sugar disappeared after 
the removal of the pus infected appendix. Whether a neoplasm, such 
as the myomata in the case just reported, or the abscess in the ear, 
could have produced the sugar, he did not know, but such things have 
to be considered. 

Replying to Dr. Guttman, Dr. Freudenthal said there was no special 
odor. He made the diagnosis of diabetes by exclusion; there was no 
syphilitic condition, or anything else. 

Dr. Hurp said that the woman to whose case he had referred was the 
patient of a very able practitioner, and had been running a certain per- 
centage of sugar for a long time. After the operation the sugar per- 
centage dropped right down. 
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Stricture of the Esophagus. Suspension. Dilation: Sudden Cessation 
of Respiration. Tracheotomy. Pneumonia. Subsequent Death. 
Necropsy. Findings; Carcinoma of the Esophagus. Dr. ANTONI« P. 
VoISLAWSKY. 

Mr. F. J. S., age 37, New York City, was referred to me at St. Luke’s 
Hospital on the 29th of January, complaining that he could not swallow 
his food. This condition had been coming on gradually for a year and 
during the last two months he had very great difficulty in swallowing 
solids. His condition kept getting worse and three weeks prior to admis- 
sion he could take nothing but soft solids and liquids and, for the last 
few days, had been taking only a small quantity of it at a time. At 
times a small quantity of fluid was regurgitated. Prior to ten days he 
had no pain but latterly had slight pain in chest at intervals. 

It seems that about twelve years previous he had had his throat cut 
in a brawl (his family thought it was attempted suicide). He had 
been removed to Bellevue Hospital, the wound sutured and he was dis- 
charged 18 days thereafter. Following the injury he had trouble similar 
to what he now complains of and for one month after he left the institu- 
tion he could not swallow solids. Following the injury his tongue was 
very much foreshortened and would turn to the right when he attempted 
to put it out of his mouth. The glands under the tongue were slightly 
enlarged. There was a long scar about the level of the thyroid cartilage 
extending in a horizontal plane about two inches on each side of the 
median line. No glands in neck enlarged. Lung expansion good and 
equal, no dullness, no rales. Wassermann negative. 


His was a most difficult case to examine on account of the inability to 
put out his tongue. Besides a paralysis of the left vocal cord, which 
was compensated by the right meeting it past the median line, there was 
evidently a stenosis of the esophagus and this diagnosis was mad 
the time. 


at 


On January 31st, the patient was suspended by the Lynch method, 
under local anesthesia. Owing to the condition of the tongue, small 


< 





bougies were passed into the esophagus with great difficulty. A stenosis 
was located eight inches from the incisor teeth. The bougies passed 
were sizes 1, 2 and 3 Fraass, the largest equivalent to about 35 French 


On withdrawal they were but slightly streaked with blood. Patient was 
put to bed and for several days was able to swallow fluids without diffi 
culty, but soon the stenosis returned and on February 7th I asked D1 
Nathan W. Green, attending surgeon, to try and further dilate, whicl 
he did. After passing several bougies he succeeded with a size 2a, which 
passed readily. There was no coughing and no pain experienced during 
the procedure. Next day, February 8th, at 8:35 p. m., the patient sud- 
denly experienced great difficulty in breathing, becam« 


became necessary for Dr. Gibby, the houses 


cyanotic and it 
surgeon, to perform immediate 
tracheotomy. Patient was resusitated, but on the 12th 
died of pneumonia. 


of February he 


The interesting part of this case developed at the post-mortem. The 
findings follow: 


? 


3eginning 4 cm. below the epiglottis and extending down upon the 
mucosal surface 7 cm. is a tumor mass, granular in appearance, pro- 
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truding into and almost occluding the esophageal lumen. The 
infiltrates and extends through the esophageal wall and can be traced 
into the lower pole of the left lobe of the thyroid. Upon opening the 
trachea a verrucous growth measuring 2x1.5 cm. in area, 
ated in the posterior wall and to the left of the midline. This growth 
is continuous with that in the esophagus, and through its middle point 
is found a fistulous opening leading into and perforating the esophageal 
tumor. The sinus is 4.5 cm. below the crico-thyroid membrane, through 
which a tracheotomy wound leads. The trachea below 


growth 


is found, situ- 


the neoplasm is 


congested, the mucosa swollen and edematous, and 
mucus. 


covered with thick 
The lymph nodes in the superior mediastinum are not enlarged. Peri 
bronchial nodes are enlarged and anthracotic, and one nod 
the right bronchus near the bifurcation of the trachea 
white nodular areas besides the anthracosis. 
shows no involvement by tumor.) 


situated over 
shows grayish 


(Microscopical examination 


Microscopical Examination: Sections of esophagus through the tumor 


region show the muscle largely replaced by a neoplastic growth madé 
up of small alveolar groups, strands and large sheets of cells of squamous 
epithelial type, supplied with a well formed connective 


tissue stroma, and 
forming many epithelial pearls. Only remnants of 1 


nuscle tissue show 
here and there through the sections. 

Section of lymph node shows that it is not involved 

Diagnosis: Epithelioma, squamous cell, of « 


ophagus 


Replying to inquiries from Dr. Hunt and Dr. Forbes as to whether 


x-ray pictures had been made, Dr. Voislawsky answered in the affirmative; 
but nothing had been revealed by the x-ray. 

Dr. GuTTMAN said that there was no doubt of the diagnosis in this 
case; the only question was whether the diagnosis could have been made 
in vivo. If he understood correctly, the patient had tried to commit 
uicide twelve years previously and had not had any trouble with regard 
to swallowing for twelve years after the healing. It seems hard to con- 
nect the later difficulty in swallowing without any apparent cause with 
the earlier attempt at suicide. Possibly if the case had been examined in 
a different way it might have been diagnosed. In a 


case seen a year 
and a half ago, where a examination 


was made, the esopha- 
goscope and x-ray, the diagnosis of carcinoma was 
was in connection with the trachea. The treatment 
result as in Dr. Voislawsky’s case, but there 


made in vivo. It 
had about the same 
was some satisfaction in 
making the diagnosis in the beginning. In sounding with the probe, more 
care should have been used; for if bougies are used without sufficient care 
they may cause perforation, mediastinitis and pneumonia. That 
have been the case in this instance, but it was open to suspicion. 

Dr. Forses said that as he understood Dr. Voislawsky, the work had 
been done blindly in the esophagus aside from the view obtained by 
the use of the suspension apparatus, which, of course, only exposed the 
hypo-pharynx. 

Dr. VoIsLAwskKy inquired what Dr. Forbes meant by blindly. 

Dr. Forses replied: “Without observing the rule laid down by Dr. Chev- 
Jackson that one should not go into the’ esophagus without seeing 


may not 


alier 
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the picture before him. In other words, with the use of the electrically 
illuminated tubes.” 

Dr. VoIsLAwsKy said that he had called attention to the fact that the 
man was 37 years old, an age when one is not lcoking for carcinoma. 
In the second place, he had pointed out three times that the man’s 
tongue was foreshortened as the result of his having tried to commit 
suicide, and that it was therefore almost impossible to examine his larynx 
with a mirror, as it was impossible to pull out the tongue, and almost 
impossible to depress it. Given a patient of that kind under suspension, 
the difficulties could be easily imagined. It might be taken for granted 
that in St. Luke’s Hospital such a patient would be examined with the 
x-ray. All of these precautions were carefully observed on the date of 
admission, and the suspension was made two or three days later. 

Dr. Voislawsky said that he had taken up the time required for pre- 
senting this case, first, because the patient was only 37 years of age, and 
carcinoma at the site of the wound occurred twelve years following 
an attempted suicide. Mutilation of the trachea and the tongue and 
paralysis of the cord in all probability happened at the time of the 
attempt at suicide. Anyone who had ever dealt with a malformation 
of that kind would readily understand the difficulties presented. 


Salivary Calculus: Report of a Case. Dr. Witti1Am W. Carter. 
(To be published in a subsequent issue of THE LARYNGOSCOPE. ) 


Presentation of the Voltolini Transilluminator, etc. Dr. Worrr FREUDEN- 
THAL. 

Dr. FREUDENTHAL Said that he thought it might interest the members 
to see the original apparatus and instruments used by Voltolini in the 
transillumination of the larynx, which had been sent to him personally 
by Voltolini before he died. First, there was an electric lamp and a 
little glass tube to be filled with water, which served two purposes: 
first, to prevent the skin from being burned by the electric light, and, 
second, to act as a bi-convex lens for the concentration of the rays of 
light. 

Dr. Freudenthal then showed blue glass tubes for experiments with the 
actinic rays, and remarked that it was unwise to abondon the use of 
the actinic rays entirely for they do good in certain cases. He also 
presented the first apparatus for the transillumination of the antrum, 
and Voltolini’s apparatus for the transillumination of the posterior nares. 
The last one gets hot easily and had to have cold water run through. 
That is not necessary now, but it is of historic interest. Dr. Freudenthal 
said that he had demonstrated the transillumination, of the antrum many 
years ago and said at the time that it was an important aid, but could 
not be relied upon in every case. Voltolini himself, when experimenting 
with it, did not know the difference between an empyema of the antrum 
and a cyst. Now we can make that diagnosis very easily. 

Dr. IMpeRATORI asked if the Voltolini illuminator illumined the larynx 
as well as the method shown by Dr. Hurd at the last meeting. 

Dr. FREUDENTHAL said that it seemed to him to be about the same 
thing. It illuminates the entire region, and presents a very beautiful 
picture. 
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Someone asked what the transillumination of the larynx was used for 
. Dr. FrevpENTHAL replied that it could be used to estimate the vertical 
diameter of the vocal cords, and it might be of value when the question 
of malignancy arises. There have been some cases where diagnoses have 
been made in the early stage. He himself had made a _ diag- 
nosis of malignancy in a circinoma of the trachea, simply by the dark 
shadow that was thrown; but these cases are very rare, and he seldom 
employs the method now; but it ought to be employed more frequently. 
Particulars will appear in a special article to be published soon. 


A New Instrument and Technique for the Enucleation of the Tonsil. 
Dr. Jacop Braun (by invitation). 
(Published in the July, 1917, issue of Tur LaryNncoscorr.) 

Dr. SeyMour OprenerMen said that he had recently had the opportunity 
of seeing a new tonsillotome devised by Dr. Jacob Braun, of the Children’s 
Clinic of the Department of Health, and would like to bespeak for him 
the oppertunity of presenting his instrument. 

DISCUSSION, 

Dr. SeyMour OprpENHEIMER said that he had seen Dr. Braun use these 
instruments, and that they had impressed him as being mechanically hard 
to employ, although that might be an unjust impression, for one could 
develop a technique with these instruments just as with other types of 
procedure. We have all gone through a variety of operations, discarding 
one and then adopting another. He would hardly like to discard his 
present procedure for this method, although he might do so later. Dr 
Braun had impressed him by his deftness in using these instruments and 
one could readily see the advantage of having the operative field so 
thoroughly dry, while first one tonsil and then the other is removed. 
The bed from which the tonsils were removed was perfectly clean and 
smooth, and the operation was followed by much less hemorrhage than 
in another case which he performed subsequently in order to demonstrate 
to Dr. Braun his own procedure. The instrument certainly has some 
very pretty points, but whether it will be generally adopted is a question. 

Dr. DANZIGER said that he had had an opportunity only the day before 
to use the instrument. He tried it under the direction of Dr. Braun and 
was thunderstruck with its possibilities. Naturally, when one uses it the 
first time it is difficult to get all the tonsil at the first attempt, but the 
ease and efficiency of the method are surprising. If you want to prevent 
aspiration you may use an aspirator, but there is no bleeding. Further- 
more the pillars are left absolutely smooth. The technique is not difficult, 
and he had been very much impressed with the instrument. 

Dr. Norton L. Witson asked why there is less bleeding from this than 
from any other snare operation. Is it because Dr. Braun first crushes the 


' tissue with the blade of the tonsillotome? 
Dr. Danzicrer said that Dr. Braun does not crush it—he merely squeezes 
it. ‘There was no crushing. 
. Dr. Harmon SmirH said that the method employed involves the same 


principle used by Sir St. Clair Thomson, only Dr. Braun had combined 
the process. It would seem to necessitate considerable employment to 


acquire the technique, as the instrument was complicated. It has its 
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virtues, but in a large clinic, where fifteen or twenty cases are to be 
operated on in an afternoon, it was to be feared that this method would 
be too slow. The Sluder method has little trauma and the bleeding is 
slight, and this method seems to offer very little advantage over Sluder’s. 

As to the claim that there would be less trauma than with a dull 
snare, Dr. Smith said he could not appreciate the difference, that any 
dull dissection would cause more trauma than a sharp dissection. The 
finger enucleation gives less bleeding but heals less readily and there is 
more after-pain and more sloughing, and as one departs from this extreme 
of dull dissection, just so much is the trauma lessened and the hemor- 
rhage increased. 

Dr. BRAUN, in closing the discussion, said that the advantages could be 
fully appreciated only by using the instrument. Anyone familiar with the 
Sluder technique could readily use this one properly. There is no difficult 
technique to be learned, as one can employe the instrument easily with 
the first case. Furthermore, all the operations in the throat should be 
done by the sense of vision rather than that of touch. With the Sluder 
technique, the finger is used in the engagement of the tonsil in the great 
majority of instances. With the technique described, it is not necessary 
to use the finger; everything can be determined by sight, and one can 
accurately see the line of cleavage. The lessened amount of hemorrhage 
is due to the fact that no sharp instruments are used, so that the blood 
vessels are crushed and not cut. The tonsil is pulled out of its bed and 
snared just in the line of cleavage, and the capsule is split. All that is 
‘crushed through is the mucous membrane and a very thin layer of con- 
nective tissue which serves to attach the tonsil to the intra-pharyngeal 
aponeurosis. 

Dr. Braun said he made no point as to the jJength of time required for 
the operation; that if one could do a case in five minutes, not including 
the anesthesia, it could not be called a prolonged operation. No case 
requires over five minutes, including removal of adenoids. The time of 
operation will decrease with increasing familiarity with the technique, so 
that the operation may be performed in three minutes or less. 


Spasmodic Asthma. Rk. H. Bascockx, Jour. A. M. A., Feb. 10, 
1917. 

Babcock believes that the disease is a sensitization due to pro- 

tein absorption from some focus and in treatment all sources of 


such absorption must be eliminated if results are to be expected. 


The commonest site of foci is in the naso-pharyngeal region or the 


nasal accessory sinuses, though the tonsils may be the chief site. 





